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SOME ACTIVITIES OF A MENTAL HOSPITAL 
LABORATORY DURING THIRTY YEARS. 


Epiblastic Tumours (continued). 
Ependymal Tumours. 

So much difficulty may. be experienced in 
differentiating the more simple types of ependymal 
tumour‘?”) (which may remain localized or seed over 
wide areas) from the more embryonic or ependymo- 
blastomata that usually the latter term is used 
for all. The elongated spongioblasts may have cilia 


1 Delivered December 5, 7 and 8, 1933. 


and resemble the cells once lining the spinal canal, or 
again those covering the chorioid plexus—chorioidal 
papillomata. (Figure XI.) Local hypertrophies of 
this kind may be found post mortem without symptoms 
as small outgrowths in the ventricles. Some of 
these may resemble an endothelial hyperplasia. 
About 4% of brain tumours proper are ependymo- 
blastomata (Figure XII), while no less than 40% 
of spinal cord tumours are of this nature, perhaps 
because in the former the epithelium is compact, 
while in the cord many lining cells lie scattered 
separately further in. This point did not escape the 
notice of my predecéssor, who proposed the notion 
that these scattered cells might form the starting 
points of the glial hypertrophy in subacute 
disseminated sclerosis.‘® 
The True Nerve Tumours. 

A concrete knowledge of the exact form and types 
of tumours, called respectively neuro-epithelioma, 
medullo-epithelioma et cetera, I frankly do not possess. 
Matters are further complicated since from the former 
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Fieurs XI. 
Papilloma of the chorioid. x 200. 


(of which Bailey and Cushing say they have no 
example) are derived either ependymal or ordinary 
spongioblasts, while from the medulloblasts are 


Figure XII. 


dymoblastoma. Note the cell to 
2 the blood vessel. x 200 


derived either neurones, or glial cells,” or 


| oligodendroglia. 


We must be content to say that we received from 
Dr. Graham Brown a slide and photograph of a 
tumour from the third ventricle (roof plate ?), wherein 
histologically finger-like processes appear to be 
covered with primitive ependymal cells, the whole 
most resembling diagrams and photographs of 
Bailey’s slides of medullo-epithelioma. (Figure XIII.) 


Fieure XIII. 


Histological arrangement resembling medullary 
epithelioma, but the e interstitial cells seem much more 
differentiated. .From the third ventricle. x 350. 


We all seem agreed as to the histological details of 
the medulloblastomata as tumours of almost 
undifferentiated cells of the neural crest which may 
differentiate in several directions (Figure XIV), 
nerve cells, neuroglia or both. Taking the whole 
body, we have a number of these tumours, both in 
the abdomen (some are from the sympathetic 
system'?®) and naturally are sometimes hard to tell 
from carcinomata), and others are from the central 
nervous system. Careful examination may reveal 
places in which a few of the cells have further 
differentiated or “‘grown up”. Suitable silver or 
gold sublimate stain will further aid matters; and 
at times the knowledge gained of many special little 
appearances of the cell arrangements may enable us 
to hazard a guess as to the nature of these tumours 
when no such differentiated units are provided. 
I am afraid we often call tumours neuro- 
blastomata'?® (2) (30 (31) when we simply mean that 
they are nervous, not mesoblastic, in origin. One 
such from Newcastle (Figure XV) was widely known 
to pathologists long before the patient died from the 
extensive and widespread metastases revealed by 


fi 
3 
4 4 te > ag 
: 4 
, 
> 4 ™ 
| 
4 


r 


moore 


June 16, 1934. 


X rays in many bones, including the skull and pelvis. 
Another from a mental patient at Morrisset affected 
most of the lungs and abdomen. Here the cells 
were of different sizes, and had several nuclei. The 
cells have been described as multinucleated or 
single.‘ Unless carefully fixed, but little cell body 
will be noted. Reexamination of old museum 
specimens seem to indicate that some labelled 
sarcoma actually belong here. I would now call 
medulloblastoma a tumour affecting almost all the 
left frontal lobe of a Callan Park female patient. 
She had been referred to me as a possible sufferer from 
encephalitis lethargica, and a sore over the eyebrow 
had been regularly dressed as a wound. Actually 
the brain tumour had eroded out. Penfield‘*” 
reports a similar case which had eroded through the 


Medulloblastoma. Note the tendency to rosette 
formation. x 125. 


occipital bone te form a tumour in the neck. He was 
able to differentiate his tumour into a neuro- 
epithelioma with glial characteristics. 

We have a number of eye tumours, sometimes as 
primitive in appearance as small round cell 
sarcomata,'*2) but derived from the cells of the 
embryonic rods and cones. (Figure XVI.) There 
is a well recognized tendency for the cells to get 
arranged into more or less well defined rosette 
formation. A great deal of comfort and under- 
standing may be obtained from the examination of a 
“key” tumour obtained from a large mass in the 
abdomen of a woman at operation (Figure XVIT)— 
“key” because in many parts the simple cells had 
given place to larger cells with one or more simple or 
branching process. Silver staining by Sand’s method 


Neuroblastoma (sympatheticoblastoma) the 
abdomen producing wide metastases in skull, pelvis 
et cetera. Sand’s silver stain. x 100. 


readily revealed neurones.“ Dr. Davies, who had 
charge of this patient, also handed me some slides 


Fieurs XVI. 
Neuroblastoma of retina. Note primitive undifferen- 
tiated round cells, —aee by any technique. 
x 
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from a tumour in the motor cortex of one of Professor 
Dew’s patients already exhibiting defects in articula- 
tion. On examination the wall of the cyst appeared 
fibrous, with such conspicuous vessels that angio- 
blastoma was thought of. 

However, a silver stain revealed large adult 
ganglion cells (Figure XVITI), and apparently 
similar cells of all sizes, and many again in all stages 
of development, from primitive unipolar and bipolar 
neuroblasts up to stages wherein the nuclei became 
typically vesicular and Nissl bodies arrived—a 
ganglioneuroblastoma. This description, if confirmed, 
would indicate one of the rarest tumours found in 
the cerebrum, Bailey and Cushing finding mention 
of but two in the literature. 

Still progressing, I have slides of a massive infiltra- 
tion of the peritoneum and gut walls by what first 
seemed chronic inflammatory tissue. (Figure XIX.) 


Fieurr XVII. 


Ganglioneuroma, retroperitoneal. Sand’s silver stain. 
: Note the neuroblastic cells have sufficiently differen- 
} tiated to let us determine their neurone line of 
development. x 400. 


Fieurs XIX. 


Ganglioneuroma invading the tissues about the gut 
and matting them epee. > resemble diverticulitis. 
x 


However, the giant cells and spindle-celled tissue 
are obviously ganglion cells and nerve fibres, but 
whether they are myelinated or not was not decipher- 
able from paraffin sections. Doyle and others‘** 
describe a ganglio-neuroma of the suprapituitary 
region or third ventrficle causing diabetes insipidus 
and sexual regression, the true nature of the ganglion 
cells being brought out only by special silver methods. 

Perhaps the most mature cell type to date in our 
series will be found in a ganglioneuroma from 
a Melbourne patient’s brain. (Figure XX.) 


Fieurs XVIII 
Cc of the cortex composed of elongated cells in Hematoxylin and eosin revealed nothing suggesting 
all stages of development up to the definite neurone this type of tumour, but two sections successfully 
impregnated by H ’s silver carbonate and also 
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the Globus method for oligodendroglia, readily 
brought into view innumerable adult ganglion cells 
with their long and numerous processes, almost a 
replica of Doyle’s case above. 


q The Schwannomata. 

. Schwannomata® “® are usually solitary, and 
within the cranium are most common on the auditory 
nerve and compose the majority of the cerebello- 
pontine angle tumours. One .recently received was 
5-0 centimetres (two inches) long, and was entirely 
composed of elongated Schwann cells, with a few 
strands of a small nerve partly invaded and running 
across one border. Von Recklinghausen tumours‘) 
are usually multiple, and may have many nerve 
fibres running through them, a point of distinction. 


Ganglioneuroma of third ventricle and _ cortex. 

Innumerable neurones are found in this tumour by 

the silver carbonate method of Globus and Penfield 

for oligodendroglia. Ordinary stains show no special 

structure in the cells a oe tumour. Section 

prepared and [oo from the Depart- 
ent of x 150. 


By carefully comparing a series of tumours having 
points in common, a common etiology may be 
established for widely differing structures. Minute 
elevations of skin on the eyelid and such-like cutaneous 
structures sometimes mixed with fatty or angiomatous 
tissue et cetera, used not to be associated with Schwann 
tissue, yet Mason and the French school have produced 
wonderful illustrations of their views and would 
include these as essentially peripheral gliomata. 
Thus they would easily explain the presence of a 
typical medulloblastoma on, say, an ulnar or vagus 
nerve, and infiltrating widely, by the same reasoning 
as they would use when ibing developing 


Schwannomata and gliomata within the cranium. 
Meanwhile the other school has to fall back on 
Cohnheim’s theory of cell rests. Some of these 
tumours reveal the palisade grouping of the - nuclei 
very clearly, and quite commonly one comes across 
huge cells very similar to a glioblast and with many 
nuclei. These were the neuro-fibromata of other 
days. The presence of the so-called Schwann bands‘ 
of white fibres and collagen may perhaps be explained 
by a diagram of Penfield, who would show that outside 
the sheath (necklace) cells there is, surrounding the 
posterior spinal ganglion cell, a more external layer 
of cells analogous to the endoneurial cells, as the 
inner row is to the shéath of Schwann cells themselves. 
A point not to be forgotten is to ask oneself: “Is 
this the only tumour present?” This is necessary, 
not only when dealing with von Recklinghausen’s 


| disease and carcinoma, but with any tumour. Recently 


the complete removal of a large carotid tumour in 
the neck (as revealed post mortem) and X ray treat- 
ment did not save the patient, for at the same time 
a careful examination would have revealed a some- 
what similar tumour on the lower end of the abdominal 
aorta. 


Some Norses ON LasoraTorRyY 


Many of our older notions on neural pathology must 
needs be modified, not only on account of the revela- 
tions made by the newer metallic impregnations 
on the forms and functions of the microglia and 
oligodendroglia and the better staining of the elements 
making up brain tumours, but also by the increased 
application of the experimental methods to all that 
concerns neural physiology and embryology. 

Thus cells from brain tumours have been grown 
in vitro,@” animals have been subjected to the 
influences of gases, injuries, dietetic insults, and 
their tissues after death have been subjected to 
certain fixatives or to none at all, and the results 
have been carefully compared. (38) Thus we have 
had to modify our judgement on what a slide presents. 

Useful details of technique will be found in 
pathological text-books by McClung,‘* Lee, Mallory 
and Wright, Masson, Penfield, Anderson, Stitt, 
Bailey and Cushing, and excellent microphotographs 
in a recent production by Boumann and Bok.‘ 
The last-mentioned is a book that every young 
pathologist should possess. Attention should also 
be drawn to some of the newer conceptions about 
neural histology and pathology in Weil’s text-book 
of neural pathology. Nevertheless, I feel I ought to 
allude to some of our. own practices. Finding that 
all my material came in formalin, methods had to 
be found for the handfing of this material. Fortunately 
world-wide efforts are being made to modify all 
staining methods, so that they can be used after this 
fixative. Formalinized materialcan be rejuvenated 
and actually used for the gold sublimate stain, the 
specific for neuroglia, and many silver impregnation 
methods for neurones et cetera. Many of them are 
even now available on a single paraffin section on 
the slide.“ A hematoxylin and eosin stained 
paraffin section can still give us a world of information, 
even about a neurone and a tumour.“ Another 
paraffin section fixed first in Weigart’s mordants 
or a per salt of iron, and then either stained with 
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piero-indigo-carmine or Van Gieson’s stain, will 
differentiate a lot more. Usually the latter combina- 
tion fades unless the section is mounted in acid 
balsam. In “ Merck’s Annual ’’, 1911, Azofuchsin G’’ 
is substituted for acid fuchsin, and is permanent 
in any media. In 1913 I found out that if this stain 
were used on spinal cords after they were mordanted 
and treated with potash permanganate and oxalic 
acid, the neuroglia stained a brilliant red. These 
combinations have since been much lauded for 
more than glia. Boumann.and Bok find, as most of 
us have found, that some diseased cells stain better 
than normal cells, especially with Nissi. Now these 
blue sections fade. Ford Robertson said that they 
faded because damp got in, and he recommended the 
use of warm turpentine and benzole. A recent 
British scientific paper revealed that the old masters 
preserved their priceless paintings by including a 
minute quantity of the best Venice turpentine. 
Modern tests have proved its worth in excluding 
moisture, and so by including this in warm turpentine 
benzole, my Nissl preparations keep for years. By 
this modified Nissl method after formalin fixation 
one may see neuroglia, microglia (if altered), neurones, 
axis cylinders et cetera, and all sorts of invading 
mononuclear cells, germs et cetera with all the altered 
colouring that disease brings. It is a great boon in 
seetions from cases of encephalitis lethargica or other 
brain reaction. For myelin I use Busch-Marchi 
methods and Weigert’s second method. Frozen 
formalin sections may reveal some recent myelin 
degeneration after the Scharlach BR stains. 

An excellent quick and safe method of paraffin 
embedding is obtained by Sand by fixing small 
pieces of brain or tumour (or brain of small animal) 
for forty-eight hours in 10% nitric acid in acetone, 
changing after thirty minutes and twenty-four 
liours and after washing (several changes) for six 
hours in acetone. He provides a simple silver 
impregnation, but any stain will do—hzxmatoxylin 
and eosin, cresyl violet or neutral red. The last- 
mentioned is used after a few days’ ripening by 
inoculation with colon bacilli. 


Tae Microscore 


Good resolution is most essential in neuro- 
pathology in that so much has to be diagnosed from 
the appearances provided by a single cell or structure. 

The binocular microscope is a real boon, but 
tube length correction for coverslip thickness being 
always precluded with it, high power dry lenses 
of high N.A., such as 0-80 and over, must be 
disearded, Then the lens battery would include: 
(i) a good two-thirds inch, (ii) an apochromatic or 
holos one-third inch or eight millimetres, or a 
good quarter inch lens, all of N.A. up to 0-65, (iii) an 
oil immersion lens one-seventh or one-eighth inch of 
N.A. say 0-90. Of course, one might use lenses with 
correction collars, but these commonly must have 
provided coverglasses strictly between 0-1 and 0-2 
millimetre thick. Recently I have used, with the 
greatest success, on my binocular microscope, a 
Jackson special fitment between tube and triple nose- 
piece, which readily allows correction for coverglasses 
0-015 up to 0-26. millimetre thick. Once it has 


been used, one feels lost without it; and often it 
allows us the more readily to pick up poorly defined 
tails and dots in primitive glioblasts and neuroblasts. 

Always seek that portion of the section wherein 
one may see the cells in their long axis. This is 
most important, as, of course, is also the habit of 
examining more than one section of, say, a tumour, 
whereby one may recognize as reactionary certain 
astrocytic formations otherwise mistaken for an 
astrocytoma and so on. For illumination a common 
“* Argenta ”’ electric bulb of, say, 75 candle power will 
do nicely if special daylight glass is not handy, but of 
course for the final court of appeal recourse must be 
had to the paraffin lamp. 


BiocHemicaL ACTIVITIES, 


The examination of the serum and cerebro-spinal 
fluid of mental patients and from certain other 
government institutions has been a regular duty for 
twenty-five years.’ From July, 1932, to June, 1933, 
some 1,788 specimens of serum were examined by 
both a cholesterin-containing antigen and one without 
cholesterin (Boas’s modification) for the Bordet- 
Wassermann reaction, and also by Kline’s 
modification of Kahn’s precipitation or flocculation 


test. 


Of 141 reacting sera among these 1,788, 132 agreed 


:in all three tests. Thirteen out of 38 partial positive 
‘reactions, and eight of 19 incompletely negative 
‘reactions did so, too. This. suggests that, in eight 


of the cases giving incomplete negative reactions 
there was some history of a luetic taint. The Boas 
method) qualitatively, as well as quantitatively, 


agreed with the routine cholesterin method in nearly 


every case; with the Kline, agreement was not 
so regular. In three cases only did the Boas method 
differ from both Kline and routine methods, and 
then but qualitatively. In 21 instances the Kline 
test gave no reaction when some reaction was obtained 


with the routine method, but as 13 of these gave 


no reaction with the Boas’ modification, the inference 
must be that the cholesterin reagent is too sensitive, 
and that only good reactions should be noted. In 
12 cases the Kline method showed some form of 
reaction, the two Wassermann methods giving no 
reaction. 

We cannot assess the value of the Kline reactions, 
save that, as with the Kahn test, they-are more 
sensitive with treated cases, as some of these 
undoubtedly were. 

Three hundred and thirty-six specimens of cerebro- 
spinal fluid were also examined. The observations 
usually included appearance, presence of foam or 


pellicle, colour, cell count (culture when requested), 


several globulin and albumin tests, Pandy’s, Nonne- 
Apelt test, the Bordet-Wassermann, as well as 
various colloidal tests, such as the goldsol, takata 
ara (and, for alternate trial, the bi-colour, paraffin, 
gum mastic test et cetera). Of these the goldsol 
seems the most sensitive, reliable and explicit test, 
but the manufacture of suitable triply-distilled 
water often proved impossible anywhere in Sydney. 

The single tube takata ara test seemed too sensitive, 
appearing to possess properties described by Penfold 
for the refractometer, .that is, it took into account 
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total excesses where the more specific individual 
tests failed to show any excess in any one substance. 
Many times it gave a pink reaction with cerebral 
tumours and certain non-specific intracranial 
abnormalities (blood, cerebral softening et cetera), 
when all the other tests gave no reaction. 

Of the 336 fluids, 179 gave no reaction to all tests, 
80 were positive to all tests, while 69 gave irregular 

results. This reveals the value of doing more than 
one test. 

Twenty times the blood serum gave positive 
Wassermann indications when the results of all the 
other tests were negative, that is, in the spinal fluid. 

Ten times the reverse was the case—the blood 
Wassermann gave negative, and all the other tests 
gave positive results. 

Six times both blood and fluid gave no Wassermann 
reactions, the results of other tests being positive. 

Twice blood and fluid gave positive Wassermann 
when other tests gave negative results. 

Five times the fluid Wassermann tests gave negative 
results when the results of all the other tests were 
positive.’ 


Tae Mentat Derectives’ Bu. 

Reference has been made to the examination of 
the idiots at Newcastle mental hospital at two periods 
for: (i) Their Wassermann reactions, (ii) physical 
signs of lwes. These experiences enabled us to note 
how the reaction might change as age progressed, 
some becoming positive and most of the others losing 
the reaction after the passage of time. The possibility 
of a Mental Defectives’ Bill becoming law, which 
would render necessary the provision of a separate 
building for them, induced us to examine all those 
classed in law as idiots, that is, congenitally mentally 
deficient. Scattered ‘throughout all the mental 
hospitals were found 1,589 aments for whom 
provision must be made. The results were embodied 
in a paper in the mental hospital reports. Dividing 
them into the physically sound and those who 
arbitrarily, but fairly obviously, might be considered 
crippled or physically diseased, the former in numbers 
equal the latter, among whom nearly a half are 
epileptic and a third paralysed. The tabie reveals 
the incidence of present or old lwes in the different 
classes from 13% (paralysed) to 1% in 30 cases of 
hydrocephaly and oxycephaly. The incidence in 
females over twenty is twice that in males, that is, 
over 11% for women. We were surprised to note 
how, in many cases, patients who previously gave a 
positive Wassermann reaction were dead when 
inquired for in after years. 


COMPARISON OF THE WASSERMANN, KAHN AND 
MEINIEKE TESTS. 

Pari passu with Wassermann tests we performed 
2,270 Kahn and 3,184 Meinieke tests, with the 
following results: The Kahn test agreed with the 
Wassermann test in 77%, the result was stronger in 
17% and weaker in 6%; the Meinieke test 
with the Wassermann in 88%, the result was stronger 
in 9% and weaker in 3%. Our reports lose value 
in that our clinical histories ‘are inadequate, while 
they have this control that so often parallel tests 
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are done on the spinal fluid. Some six years ago we 
tried out the nynhydrin or Boltz test on 202 specimens 
of spinal fluid. One hundred and fourteen negative 
and 73 positive results agreed with the results of 
other tests, and 14 times the result was negative 
when the results of some of the other tests (chiefly 
the goldsol) were positive. Once only the result of 
the test was nearly positive, that of the other tests 
being negative: However, here there were 20 cells 
counted. A full colour did not often develop. 


Orner Estimations on Bioop anp SprnaL 

Some years ago it seemed likely that calls would 
come from our mental hospital staff for certain types 
of biochemical work. Believing that the work of 
Folin and Wu and Van Slyke and others would be to. 
the point, I obtained, when on leave in Paris, two 
Pellin colorimeters. Further purchases from Gallen- 
camp in London and from the A. H. Thomas Company 
in Philadelphia provided the necessary equipment 
for performing certain blood urea, sugar, creatinine, 
uric acid, total non-protein nitrogen and amino acid 
estimations. Instruments were also obtained which 
provided opportunities of determining serum and 
alveolar air coefficients, fat extractions and cholesterin 
estimations. Some of.these results were read before 
the Australasian Medical Congress in Melbourne 
in 1924,‘*5) and were perhaps among the first published 
here. Newcommen’s brown glass proved an excellent 
means of estimating, hemoglobin, both clinically 
and in various hemolytic systems, such as in Bordet- 
Wassermann work. After many trials we found the 
goldsol mentioned by Buzzard and Greenfield in 
“Pathology of the Nervous System” to be quite 
the best, save that we used 1-5°% anhydrous potassium — 
carbonate. Many failures in biochemical tests seem 
to be due to unsuitable reagents and water of incorrect 
hydrogen ion concentration. 


Tue PatrHotocy or Divers States. 
Friedreich’s Ataxia, Huntington’s Chorea and 
Paralysis Agitans. 

A case of Friedreich’s ataxia has been reported 
by us resembling one described by the late Dr. G. EB. 
Rennie some twenty years ago. Peculiar features 
were that the patient, a woman, died before the 
disease had completely developed, so that instead of 
presenting features which might allow us to include. 
it among the myelitides, posterior and _ lateral. 
degenerations, the tracts of Goll and Burdach alone 
seem affected, and it needed Marchi preparations to 

bring out the pyramidal lesions. 

Five cases of Huntington’s chorea have been | 
examined. One specimen seemed almost normal, 
several were badly fixed, some suggested strongly an 
arteriosclerotic wtiology. Although arteriosclerosis 
is common in congenital states, and while at times 
great neuronal pigmentation and degenerations were 
observed in the brain stem, we are warned that these 
changes are common even in chickens. Somewhat 
similar histological pictures were obtained in two 
eases of Parkinson’s paralysis. 

' Lenticular Degeneration. 

Dr. E. W. Fairfax submitted a case of lenticular 
degeneration to me, and undoubtedly there was 
obvious degeneration, even cavity formation, in 
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both lenticular nuclei, as well as a peculiar sponge-like 
degeneration of the white matter right up to, but 
not encroaching on, the grey cortex. Histologically 
there was great astrocytic (fibrillary) proliferation. 


Injuries to the Central Nervous System. 


It seems scarcely necessary to spend much time 
on hemorrhage, but certain aspects of the pathology 
of the abovementioned conditions include hemorrhage 
in the cord—hzxmatomyelia. I have always been 
impressed with one common feature in the pathology 
of acute maniacal conditions, encephalopathies (lead, 
alcohol, “606”, carbon monoxide poisoning et 
cetera), encephalitis, arteriosclerosis and injuries, 
and that ie increased spinal fluid pressure when I 
am obtaining spinal fluid, excess of fluid when doing 
& post mortem examination and difficulty of ebtaining 
good paraffin sections of the tissues, the neurones 
and blood vessels being surrounded by spaces, and 
the whole staining badly. 

Spielmeyer“® warns us against forming any 
conclusion as to the causal agent in a case of unknown 
etiology from the histological picture alone. The 
bacteriologist and experimental worker should have 
precedence over the histologist regarding investiga- 
tions dealing with a given disease of unknown origin. 
However, its anatomical distribution still remains 
the domain of the pathologist. 

Guided by this I have, since 1908, practised, 
taught and advocated a more frequent use of spinal 
puncture, not only in status epilepticus,” but in 
the above type of cases. 

Noting that Goldsmith'*”) was recently advocating the same 
treatment in acute alcoholism, I got our resident medical officer 
at the Reception House to do lumbar puncture on an alcoholic 
who had been rescued from going over the “ Bridge”, He 
retrieved so much fluid that he suspected paresis. The tests, 
however, gave negative results, and the patient made a quick 
recovery without any —- On another occasion the victim 
of a railway accident in which fatalities had occurred remained 
unconscious after a week in a general hospital. On removal 
of the patient to a mental hospital Dr. Kinna carried out lumbar 
puncture thoroughly, and the patient soon earned her discharge. 


The examination of injured spinal cords seems to 
me to suggest that after some weeks have elapsed and 
improvement is not continuous and permanent, a 
grave duty lies on the neurologist to recommend 
laminectomy if spinal drainage et cetera are not 
effective. 

The fractured vertebral column and cord sections that I am 
showing of the victim of a motor accident show progressive myelitis 
from narrowing of the canal, and most certainly the continuance 
of that state known as compression myelitis. X rays showed an 
“affection of the vertebra suggesting spondylitis’’, but compres- 
sion was going on and merited laminectomy.* 

Several tram accidents resulting in death a few 
weeks afterwards presented problems to us on account 
of the definite but small amount of cortical and basal 
gliosis, pial hemorrhage and cdema and cellular 
exudation. Perivascular states might equally well 
denote the pathology of cerebral concussion or 
contusion as of some preexisting cerebral state. 

Once the pathological change was so definite that general 
paresis could with certainty be diagnosed. 

Once a definite subdural false membrane and ‘tortical gliosis 
proved that the lesion long antedated the motor accident. 


Once the definite paralysis developing after a small fall ended 
in general paresis and slides of the cord showed an old hemor- 


rhage and funicular myelitis. And, again, a waiter, slipping over 
a@ mat and dying of myelitis, provided a cord* showing up 4 
combined sclerosis, possibly of luetic origin. His serum gave 
strong positive reaction. 

Nearly all these cases involved extensive litigation. 
I waited long for a brain from a motor accident in 
which severe external injuries were associated with a 
brain revealing no naked eye changes. 

One such brain recently to hand revealed wide- 
spread hyaline vascular degeneration with some 
calcification, most pronounced in the hippocampus. 
The usual edema and neuronal degeneration were 
evident, including neurones with double nuclei. 
The internal capsule area appears not only the place 
of election for larger hemorrhage, but also where the 
smallest vessels show most degeneration. One 
constantly finds similar capillary degeneration, even 
to calcification, in the olive, dentate nucleus and 
hippocampus. In this case extensive gliosis was also 
present, but the question remains what influence 
other factors occurring since the injury two years 
ago could have had on the pathological changes 
found such as alcohol or intercurrent disease. 

At times an extensive ventricular hemorrhage 
has been accompanied by brain reactions suggestive 
of an encephalitis. Many brain tumours ultimately 
cause death by becoming the seat of a hemorrhage 
or terminal infection. When an old man becomes 
childish, we sometimes hear it said of him that his 
brain has become softened. I doubt if we have a 
very clear picture of what that implies. Real 
brain softening, I fear, is often missed. 

For instance, I recently had to certify a ship’s engineer with 
a history of recurring encephalitis over eighteen months. After 
the first attack he had returned to work. Shortly after certifica- 
tion hig post mortem examination revealed about seven separate 
softenings scattered throughout the brain, all of different age 
and including a recent circumscribed hemorrhage in the frontal 
lobe, probably an infarct, too. Doubtful luetic reactions in 
serum and fluid might have put me wise, had I known of them. 


Gross subarachnoid hemorrhage causing death I 
have not encountered, but mild degrees of it are very 
common, and suggest epilepsy, trauma and various 
infective non-suppurative states. Recent work (as 
quoted by Weil) indicates how difficult it may be to 
differentiate definitely between infection like 
encephalitis lethargica, and arteriosclerosis, encephalo- 
pathies and other toxic’reactions. I may here relate 
that from mental hospitals I am often sent brains 
taken from patients who have recently manifested 
acute maniacal symptoms.‘ (5) Great disappoint- 
ment is shown when I can find such little pathological 
histology for them. A common finding here seems 
to be a poor architecture—neurones have disappeared, 
irregular sized nuclei have taken their place, and 
are more plentiful, some wdema is always present, 
spaces appear around cells and capillaries, and the 
latter may show many irregularly sized dots taking a 
dark stain with hematoxylin; there may also be 
appearances suggesting an early hyalination of the 
capillary endothelium. Amyloid bodies are present, 
of course, and especially in the hippocampus, and 
excessive numbers of cells, red and white, with 
increased coagulable fluid appear within the pia. 
Weil goes on to remark that acute intoxications that 
kill quickly, leave no pathological change, excepting 
ether poisoning, wherein after some hours most 
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definite myelin alteration is found. Further experi- 
ments on animals on these lines with drugs would 
graphically show us what drugs to avoid exhibiting 
to soothe the mentally afflicted. 


The Spinal Cord Reactions. 


The spinal cord being so thin and so tightly wrapped 
with pia is associated with circulatory and nutritional 
problems but little understood.“®) The circulatory 
phenomena seem to indicate that in inflammation 
the grey matter may easily become too engorged 
and engender stasis, while in anemia the white 
matter certainly gets too little blood or nourishment, 
or is in some way deficient, so that toxic material 
remains too long there and makes hematomyelia 
or hemorrhage in the cord a matter of grave 
significance as regards its nutrition. 

Its glia may become swollen and brittle, and its 
neurones exhibit axonal degeneration, and in extreme 
cases the whole cord may become fluid. 

The first time the condition was brought to my notice was when 
the cord of a woman was being examined to account for paralysis 
eventuating after an operation for malignant glands in the 
neck.'*#) Jt was presumed that secondary deposits had invaded 
the cord; we found none, but only swelling Kary brittleness and 
axonal degeneration. 

Weil maintains that particles of growth probably 
do block some of the intervertebral foramina. How- 
ever, this cord lesion can occur .when tuberculosis 
et cetera of the bone produce a lesion which in some 
unknown way interferes with cord nutrition. Some 
would have that it interferes by limiting lymph flow. 
More difficult is it to account for this phenomenon 
coming after insignificant glancing bullet wounds of 
the vertebral processes or occiput, as Gordon Holmes 
has shown so clearly. I have also noted it in many 
other conditions— carbuncles over the _ spine, 
hematomyelia et cetera. Now text-books today make 
a point of warning against mistaking artefacts for 
lesions, and artefacts may easily be mistaken for 
these. Extrusions on the pia in the case quoted were 
actually the result of nutritional changes in the 
periphery of the cord, but a forceps nip will do the 
same. Vascular leakages in the cord tend to burrow 
up the posterior horn, and as syringomyelia sometimes 
has such an origin, some symptoms of syringomyelia 
may be explained on an anatomical basis. A child’s 
cord in our possession exhibits this burrowing in the 
posterior horn for an inch. 


The Encephalopathies. 

Brains of chronie alcoholies are edematous, and 
commonly have signs suggestive of arteriosclerosis 
and/or kidney involvement. It would seem desirable 
here to stress the value of an adequate clinical 
history. The value of knowing whether the urine 
contained albumin, sugar e cetera, or whether the 
serum or fluid revealed a luetic taint or no, or cells or 
colloidal reaction, is obvious, because it would help 
to diagnose the histological picture and to provide 
controls. We know that the same picture may be 
present in cases of widely different etiology, and that 
varying pictures may be present in one and the same 
disease. The inclusion of the top inch of spinal cord 
with every brain sent in may féadily reveal a tabetic 
lesion, and this can be got without laminectomy. 


' On one occasion such an inclusion showed me how 
to attack the problem of the histopathology of X 
disease in the brain itself.“ Remarkable granula- 
tions on the floor of the fourth ventricle revealed the 
wtiology of a huge hemorrhage in a subdural false 
membrane in a middle-aged woman. A case present- 
ing Korsakov’s disease“® provided olives not only 
with numerous batches of cells missing, but the seat 
of gliosis. Mental and physical wrecks from the 
morgue provide brains of this class, the microscopic 
picture being gross atrophy of neurones, arterio- 
sclerosis, glia excess of foreign nuclei, and a dirty 
patchy picture generally. 

Acute “ 606 ” poisoning may show a wet brain and 
cord with hemorrhages, and quite a deal has been 
written about carbon monoxide poisoning.'5® 

The most recent case was that of a young female patient, 
aged twenty-six years. There was some history of fits, and in 
the Reception House she seemed ‘‘ dopey”, confused and 
uncooperative. Soon after certification she died, and there 
were found in cortex, brain stem and jally medulla, 
innumerable neurones showing primary Tipeneestian. A 
police inquiry revealed she had turned on the gas stove 
and fallen in a fit over it. It ap that grave and 
from pa damage may accrue to the brain, causing insanity, 
rom raolly oe yh short exposures to carbon monoxide. In the 

inal cord the neurone degeneration somewhat resembled what 
Tr found in the cords of dogs which had been subjected by Dr. 
Bolliger to varying doses of X rays. Some of these dogs had 
exhibited paresis of the hind limbs and bladder. 


Dr. Bolliger tried to limit the reaction to definite 
lengths of cord, but so far the whole cord seems to 
get damaged, and this may indicate that localization 
of rays cannot be effected or that a general body 
effect is produced, acting widely. Special treatment 
for these encephalopathies includes glucose, prolonged 
hot baths, intravenous sodium thiosulphate, and even 
abdominal section. 
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THE TREATMENT OF CARCINOMA OF THE BLADDER 
AND PROSTATE BY RADIUM IMPLANTATION.* 


By R. J. Suverton, M.B., Ch.M. (Sydney), F.R.C.S. 
(Edinburgh), F.R.A.C.S., 
Honorary Urologist, the Royal North Shore Hospital 
of Sydney; Honorary Urologist, the Coast 
Hospital, Sydney. 


Tue following notes are presented merely as a 
preliminary report on the use of radium, used 
interstitially by needle implantation, in certain 
cases of carcinoma of the bladder and prostate. 


Carcinoma of the Bladder. 


In carcinoma of the bladder wall the outlook is 
definitely more hopeful than in carcinoma of the 
prostate. When the growth is, roughly speaking, in 
the upper half of the bladder, resection of the growth, 
with the whole thickness of the bladder wall and a 
generous margin around, is the order of the day. 
Unfortunately, the majority of vesical neoplasms lie 
in the lower half of the bladder, and, more unfor- 
tunately still, the majority of these are concentrated 
around the ureteric orifices and the internal meatus. 
Cystectomy therefore becomes the only logical 
surgical operation in many cases; but this operation 
is not in great favour, on account of high shock 
value, and difficulty of disposal of the ureters, with 
attendant dangers. 

Metastases occur moderately late, a characteristic 
which gives hope in many cases. The more rapidly 
growing types of tumour tend to metastasize earlier 
than others; but in any case, metastases do not.as 
a rule develop until after the primary growth has 
become invasive. Hence the success which not 
seldom attends treatment by Serene or 
radium implantation. 

It should be remembered, however, that danger 
to the patient does not lie in metastases alone, but 
that death often occurs before the development of 
metastases from infective and obstructive effects on 
the kidneys or repeated local hemorrhages, with 
consequent anemia and cachexia. 


i Read at the Fifth Australian Cancer Conference, Canberra, 
April, 1934. 


Metastasis occurs by the blood stream 4s a rule, 
and the regional lymph glands are seldom involved. 
Any organ or tissue in the body may be the site 
of metastasis. 

Cystoscopic diagnosis is often difficult; but in the 
worst cases it is materially facilitated by using low 
spinal analgesia. I now use for this purpose a 1 in 
200 solution of “Percain” in 6% glucose solution. 
The bladder remains quite still, and bleeding is at 
a minimum. Moreover, the length of analgesia with 
“Percain” is so great that one can proceed at leisure 
to endoscopic electro-coagulation when there is a 
possibility that the growth or growths are innocent. 
Absence of quickly favourable response to cysto- 
scopic electro-coagulation is the signal for supra- 
pubic operation without delay. 


Cystotomy possesses the enormous advantage over 
mere visual inspection through an endoscope that 
one can use palpation to determine broadening or 
infiltration of the pedicle of the neoplasm, and 
particularly can one determine actual invasion of 
the bladder wall beyond the edges of flat growths. 
Such invasion may give no sign to inspection, yet 
be quite evident to palpation. It may extend centri- 
fugally in the deeper, rather than the superficial, 
layers of the bladder wall, and may even form a 
large mass extending outside the bladder towards 
the wall of the pelvis, or, on the posterior and upper 
walls, be adherent to the intestines. Such grossly 
invasive groups, naturally, are beyond all treatment ; 
but minor invasions can be effectively covered by 
radium needling. 


Application of radium by endoscopically applied 
needles or seeds, or by endoscopic surface applica- 
tors, is to be deprecated as liable to great error in 
uniformity of application. Suprapubic approach, 
with a good self-retaining retractor and brilliant 
internal illumination of the cavity, is the best way 
of performing needle implantation. Protuberant 
portions of the growth are removed by electro- 
coagulation until the growth lies flush with the 
surface of the surrounding mucosa; needles are then 
implanted all around the growing margin. If the 
neoplasm is very thick through, the needles will 
have to be embedded at right angles to the surface; 
but as a rule, in cases suitable for this form of 
attack, the growth has not extended so much centri- 
fugally, and then the needles should be embedded in 
a plane parallel with the plane of the surface of the 
growth. The points of the needles should be inserted 
through healthy mucosa a few millimetres outside 
the palpable growing edge, and pushed in till their 
eyes are just buried. Parallel needle implantation 
is made possible if one has at hand a supply of 
needles of varying length, say, from 20 to 30 milli- 
metres overall length, of doses ranging between one 
and two milligrammes of element (Figure I). The 
needle threads should all be tied together, and 
allowed to lie without tension; they are brought out 
through a Harris curved glass tube of generous 
diameter. The needle threads are brought out 
through a wide glass angled drain, which is attached 
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‘by a short length of wide rubber to the glass drain 
‘in the bladder. 
.the outer surface of the angled drain, and secured 
there by means of a silkworm gut suture tied tightly 
around them. A wide rubber drain, about 120 centi- 
metres (four feet) long, carries the urine away by 
overflow to a large container beside the bed. The 


needles are left in for up to ten days; but the tube. 


is retained for about three weeks, or longer if 
necessary, to allow thorough cleansing of the bladder 
and easy evacuation of sloughs and other infected 
material. Diminishing sizes of de Pezzer draias 
will help to keep the wound dry and clean until 
finally a catheter is tied in the urethra, and the 
wound allowed to heal. Antiseptic irrigations are 
freely used. 


Fieure I, 


Radium needles of two different lengths are implanted 

in a plane parallel to the surface plane of the neoplasm, 

which is shown in outline. The needles are implanted 

at a depth of approximately 0-5 centimetre. niform 

irradiation is obtained by parallel disposition of var -_ 

lengths of needles according to the varying width o 
the neoplasm. 


Eight patients with carcinoma of the bladder have 
been treated by the method outlined above. Two 
are dead, five are alive, at periods of nine months to 


The threads are turned back over’ 


two and a half years after treatment, while one 
patient has not been traced. ' 

In the fatal cases death occurred away from the 
writer’s care, at six and eight months’ interval 
respectively. The causes of death have not been 
ascertained. 

_. In the cases which are progressing favourably so . 
far I find it extremely difficult to persuade the 
patients to return for repeated cystoscopic exam- 
inations. They will come back for one or two 
inspections, but after that, if they are feeling well, 
they let things slide and even refuse resolutely to 
oo The follow-up part of the problem is indeed 
ifficult. 


Carcinoma of the Prostate. 


The treatment of carcinoma of the prostate gland 
by any method or any combination of methods is 
admittedly an extremely difficult, nay, even a dis- 
couraging problem. This is partly because very 
early cases are seldom seen, partly because metas- 
tases occur early and partly because of obstructive 
and infective effects on the kidneys. 

The diagnosis of carcinoma of the prostate should 
be made as early as possible. It is imperative that 
general practitioners, who often see these cases in 
an earlier stage than specialists, should be alive 
to the necessity for very careful rectal examination 
in all older male patients with urinary tract symp- 
toms, however slight or obscure, including also the 
possibility of indirect or distant symptoms, such as 
referred pains anywhere in the distribution of the 
sacral plexus. The experience of the examiner is, 
however, of paramount importance, since early pal- 
patory signs of malignancy in the prostate are 
easily missed. Until the bulk of patients with 
obscure vesical and related symptoms are referred 
early to surgeons with special experience, the ideal | 
of securing these cases for effective treatment will 
never be realized. 

As regards symptomatology, one should note that 
difficulty in urination is more characteristic of car- 
cinoma of the prostate than of adenoma. In the 


j Ficurs Il. : 
Freiberg’s prostatic tractor, which can be passed song the whole iqngth of the urethra. An almost exactly similar 
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Young as 


seminal vesical tractor. 
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latter disease, frequency, occurring apart from dif- 
ficulty, except in congestive or obstructive attacks, 
that is, irregularly, is the outstanding feature. The 
symptomatology of cancer of the prostate resembles 
that of stricture of the urethra, with obstructive 
features gradually and surely becoming more 
intense. 

The cysto-urethroscope is of some use in diag- 
nosis, though not as important as rectal palpation. 
The endoscopic surface appearances are seldom 
decisive; for carcinoma may exist when there is a 
perfectly smooth outline to the prostatic lobes, and 
may be absent even when the internal contour of 
the gland appears to be nodular or edematous. One 
must remember that carcinoma commences more 
often in the posterior, or rectal, district of the 
gland than in the periurethral portions. Two signs 
in which the cysto-urethroscope takes part are, how- 
ever, of importance. The first is associated with 
the use of intermittent hydrostatic pressure while 
observing the canal in the region of the colliculus 
seminalis; in carcinoma the separation and falling 
together of the lateral lobes, which can be so 
dramatically demonstrated in adenoma, is restricted 
or even absent. The other sign is really determina- 
tion of the maximum possible mobility of the gland 
by means of what I would call instrumento-digital 
palpation, the endoscope lying in the urethra, and 
a finger in the rectum, leverage on the gland being 
made with the instrument. 

When there is frank malignancy, definitely of an 
advanced degree, well fixed and spreading outwards, 
nothing can be done, and we just keep the canal of 
the urethra open as long as we can, deferring the 
discomfort of a permanent cystostomy. 


When the malignancy is definite, but not solidly 
fixed or spreading laterally, surgical operability 
may be considered, with the radical method of Hugh 
Young in mind; anything short of this very serious 
operation, which aims at getting well clear of all 
neoplasm, is not to be entertained in the surgical 
line. But the bulk of urological opinion is against 
performing this operation, and many general 
surgeons and urologists simply try to keep the 
patient comfortable till cystostomy is forced on him. 


Implantation of radium in the neoplasm is only 
to be considered when the process is in a fairly 
early stage; for glandular metastases are generally 
held to occur early, even though radiographic search 
for osseous metastases is rarely successful. Absence 
of advanced fixity is the first essential when radium 
therapy is being considered, also absence of lateral 
spread beyond reach of the finger, and, of course, 
absence of demonstrable metastases. 

Access is preferably by the perineal route and should 
follow the technique of Hugh Young, of Baltimore, with 
his special series of retractors to facilitate appreach. 
Young’s short prostatic tractor, as used in his perineal 
adenomectomy, should not be used, but rather his longer 
and more slender tractor, as used in his perineal operation 
for seminal vesiculectomy (Figure II). The dissection 
advances through the ano-bulbar faphe, opening up the 
ischio-rectal fosse, then behind the base of the urogenital 
diaphragm and through the recto-urethral muscle, with 
exposure of the recto-vesical fascia covering the posterior 


surface of the prostate. Now the prostate is pressed into 
the wound by leverage on the long tractor, while the 
anterior margins of the levatores ani are drawn well out 
laterally and are held there by slender lateral retractors, 


Bulb and urogenital diaphragm 
retracted by anterior Bifid retractor. 


Fieure III. 
By means of Hugh Young’s special perineal retractors, 
good exposure of the posterior surface of the prostate 
gland is obtained. The gland is made to bulge into 
the wound by leverage on the long tractor illustrated 
in Figure IT. 


Ficurp IV. 
A gauze strip separates the needled prostate from the 
rectal wall and is breught out of the centre of the 
wound immediately behind the needle threads, which 
are tied together. Both gauze and needle threads are 
secured to the wound by a silkworm gut anchor stitch. 
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the rectum being held back by a special récurved retractor. 
Thus good exposure of the prostate is obtained and the 
whole of the affected gland can be directly palpated by 
the instrumento-digital method (Figure III). 

The most difficult part of the approach is incision of 
the recto-urethral muscle. I keep an ordinary household 
peg in the rectum as a guide to the position of the wall 
of the latter canal during this part of the operation. 


_the proper 
‘Especially futile is the blind method of perineal. 
‘puncture for insertion of small needles or emanation 

‘seeds. 


In perineal needling no other method than this 
deliberate open dissection with full retraction by 
instruments should considered. 


In using the method I have described, the 


(See text.) 


Young says that only by the open perineal operation can 
proper access for needling be had to the region of primary 
spread over the seminal vesicles. Yet if it is discovered 
at perineal operation that the prostate is too fixed to be 
well retracted into the wound, or that reactionary 
adhesions to the rectal wall prevent adequate rolling back 
of the latter from the prostate, access is not good. This 
may be said, however, that if access is interfered with by 
either of the above two factors, the neoplasm is probably 
too advanced for there to be hope of cure by radium. 


areas of primary spread on each side over the 
seminal vesicles should first be covered. Short 
needles as a rule are more suitable, and they are 
first inserted obliquely outwards and a little 
upwards, in these lateral areas of hardness. In the 
area of the prostate proper the needles are inserted 
straight into the gland, at right angles to its 
surface, about 0-5 centimetre from the edge of the 
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growth. The,most medial needles, anteriorly and 
posteriorly, should lie just lateral to the urethra 
and certainly avoid all risk of penetrating it. Asa 
rule only one needle or, at the most, two needles 
need placing in the central portion of each lateral 


lobe (Figure III), 


The needles are retained for about six to eight 
days on an average. About the sixth to eighth day 
the patient may complain of local burning pain; 
on this complaint I remove the needles at once. 

I have used other methods of operative access to 
needle the malignant prostate, the commoner being 


(See text.) 


An advantage of the perineal method is that 
when the needles have been inserted one may pack 
a narrow roll of gauze neatly against them, in 
layers from the depths to the surface, a device 
which secures hemostasis, helps to keep the needles 
firmly in place and, most important of all, keeps 
the rectal wall at a safe distan¢e from the radium. 
The gauze is removed when the needles are pulled 
out, and not earlier (Figure IV). 


by suprapubic cystotomy. Here one must be care- 
ful to use bimanual palpation during =the opera- 
tion in order to make sure that infiltration over 
the seminal vesicles has been covered by the 
needling. There is more risk of the needles moving 
from their place than in the perineal method, where 
the pressure of gauze packing is available and, more- 
over, the rectum has, not the advantage of being 
separated from close proximity tothe needles. 


Figure VI. 
1 
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The other method is extravesical suprapubic 
approach, the prevesical space being opened up and 
the needles embedded into the prostate without 
opening the bladder. This method is not to be 
recommended, as it is difficult to be sure of ever 
radiation of the rectal and vesicular districts of 
the neoplasm. 


cause. Four are alive: two of them one and a 
quarter and two years respectively after operation ; 
the other two have been treated only very recently. 
Three have not been heard from. 

Three cases may be chosen to illustrate certain 
interesting points in connexion with radium treat- 
ment of carcinoma of the prostate. 


Fieure VIL . 
(See text.) 


- Thirteen patients with carcinoma of the prostate 
have been treated by radium implantation since 
modern methods of distribution in needles have 
been available, the majority by the perineal route, 
but a few by cystotomy. Six are dead: two from 
uremia, one from pelvic ¢eBillitis with bilateral 
renal suppuration, and three from an unknown 


Case I (early borderline case, with ordinary senile 
adenoma coexistent).—BE.C., aged sixty years, was first 
seen in November, 1933, with symptoms of prostatism 
and the palpatory signs of innocent senile adenoma per 
rectum, with some suspicion ef malignancy on the right 
side. Suprapubic adenomectomy was decided on and per- 
formed. At operation the left lobe was enucleated easily 
with a clearly defined plane of cleavage; but difficulty in 
enucleation was experienced on the right side, where the 
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plane of cleavage was not satisfactory, carcinoma being 
the operative clinical diagnosis. Microscopy showed 
adenoma of the left lobe and adeno-carcinoma of the right 
lobe, as seen in Figures V and VI respectively. The supra- 
pubic wound healed kindly, and on discharge from hos- 
pital the patient was instructed to return for rectal 
examination once a month. At the end of one month the 


prostatic region felt normal. The patient then neglected 


and removed at the end of only five days to safeguard 
the rectum. The patient left hospital a couple of weeks 
later, urinating freely, and will now be watched carefully. 
Two months later the malignant prostate feels quite 
shrunken and urination is very free. 


In these early cases with coexistent adenoma 
many advocate the so-called conservative prostatec- 


Ficure VIII. 


(See text.) 


himself and failed to report until three months later, 
when the development of obstructive symptoms forced him 
to report; a hard mass in the middle line, extending over 
the seminal vesicles, was felt. Although not ideally suit- 
able, perineal exposure for radium implantation was 
decided on. The prostate was found to be rather too fixed 
for good retractability into the wound and, moreover, the 
rectum was rather adherent; but eight short needles of 
two milligrammes of radium element each were implanted 


tomy, suprapubically, as done in this case, or 
perineally. In the latter case, larger amounts oi 
radium may be applied in the cavity left on each 
side by a cavitary technique. When suprapubic 
enucleation is done, it is perhaps good practice to 
perform perineal implantation before the patient 
leaves hospital, as soon as the bladder wound closes, 


zm 
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rather than wait, as in this case. Otherwise, where 
malignancy is definitely suspected, no surgical 
removal may be attempted at all, but simply a 
radium attack from the start.. Time is needed to 
tell which of these methods is the safest. 


Case II (early borderline case, with senile adenoma 
coexistent).—J.L., aged seventy-one years, had many 
points in common with the patient in the previously 
described case. Slight but. definite suspicion of malig- 
nancy was present when exami on. was first made in 
November, 1931; but suprapubic enucleation was carried 
out, with good plane of cleavage all around, and the 
patient did very well. The specimen was accidentally 
thrown away, so no microscopy was possible. The patient 
did well until six months later, when symptoms of local 
pain and irritation caused distress, and per rectum a 
definite, fixed, malignant mass was felt. Seven one- 
milligramme needles were implanted perineally and left 
in for seven days. The hard mass subsided rather quickly, 
and the patient was fairly comfortable for nine months. 
Pain after micturition, starting in the rectum and passing 
forwards to the urethra, then appeared and caused great 
distress. The prostatic region in theinmterval had remained 
soft and was still soft on examination. Cysto-urethroscopy 
now disclosed- a small, heaped-up, white, necrotic mass 
on the right infero-lateral part of the internal meatus. 
This was removed by electro-resection, and immediate 
relief was obtained, lasting for fotir®° months, when the 
distressing symptoms recurred. Endoscopy showed that 
the site of the previous necrotic mass looked healthy, 
but that another mass had appeared on the left infero- 
lateral portion of the internal meatus. This time electro- 
resection was carried well beneath the necrotic tissue 
into the fleshy tissues, and the piece removed was 
examined. Figure VII shows absence of epithelium, with 
necrosis on the surface, gradually lessening through the 
submucosa, until quite healthy plain muscle bundles are 
seen in the lower portion of the microphotograph. Since 
then a couple of recurrences of symptoms have occurred, 
with similar endoscopic appearantes; similar treatment 
was employed. All the time no sign of recurrence of 
malignancy has been noted. 

This is a case of delayed radium necrosis, and it 
is interesting to note that the perineal approach, 
which certainly gives best access to the region of 
primary spread over the seminal vesicles, also allows 
the radium to act effectively on the region 
immediately surrounding the internal meatus of 
the bladder. 

Case III (microscopic appeara showing effect of 
radium emanations in carcinoma 6f the prostate) —R.F., 
aged fifty-nine years, when first examfmed in May, 1933, by 
rectal palpation, had.a slightly fixed, slightly irregular, firm, 
but not woody. prostate. Ten needles of one milligramme 
of radium element each were implanted perineally and 
left in place for nine days. During convalescence a severe 
infection of the urinary tract occurred, and the patient 
died about six weeks after the operation from double 
suppurative pyelonephritis. In .the prostatic tissue 
(Figure VIII) were large masses of malignant cells, partly 
destroyed by radium, with fibrotic bundles between. It 
is interesting to compare this microphotograph with that 
seen in Figure VI, which shows a typical adeno-carcinoma 
of the prostate before radium treatment. 


Conclusion. 
_This report is merely a preliminary one, the total 
ber of cases being too low, and the periods 
since treatment too short, to justify any conclusions 
of value. I have chiefly tried to indicate the prob- 
lems in surgical access as corgetated with effective 
and uniform radiation. 


Reports of Cases. 


ACUTE ANTERIOR POLIOMYELITIS: THE 
PRE-PARALYTIC STAGE WITH RECOVERY. 


By Rozert S. Imwin, M.B., 
Maclean, New South Wales. 


R.W., a male, aged seven years, was brought to me at 
6 p.m. on Friday, October 6, 1933, with a complaint of 
earache for three days and “deafness for one day. His 
temperature was 37-4° C. (994° F.), his pulse rate was 
102, and respirations numbered 24 per minute. On 
examining the ears, after a large amount of cerumen had 
been removed by syringing, the meatus on each side was 
seen to be reddened, but the drums appeared normal. The 
tonsils were hypertrophied and unhealthy looking, but 
not acutely inflamed. Some drops for the ears were 
prescribed and he was sent home to bed. 

On Saturday, October 7, I was called to his home at 
5.30 p.m. His temperature was then 39-2° C. (102-6° F.), 
and the pulse and respiration rates were 126 and 24 
respectively. He complained of pain over both mastoid 
processes, and his mother stated that he was deafer 
than before, but the examination of his ears revealed no 
change in the twenty-four hours. He had some slight 
signs of head retraction, but no other nervous symptoms. 
His other systems were clear. He was removed to hos- 
pital immediately, and foments were applied to his ears 
at four-hourly intervals during the night. 

On the next day, Sunday, October 8, he had definite head 
retraction; the spine sign’ and Amos’s sign, as described 
by Steigrad, ® were present; the knee jerks were present 
and active on both sides; the plantar reflexes were normal, 
but Kernig’s sign was positive. There was marked tender- 
ness on palpating the abdominal muscles. 

At 2 p.m., under general anesthesia, lumbar puncture 
was performed. The cerebre-spinal fluid was clear and . 
under marked pressure. (At the same time a prophylactic 
bilateral paracentesis tympanorum was performed, but 
only sanguineous fluid was obtained, and at no time was 
there any purulent discharge from either ear. From this 
I conclude that the earache and deafness originally com- 
plained of, also the reddening of the meati, were due to 
cerumen, and the tenderness behind the ear was not 
mastoid tenderness, but was due to the muscles attached 
thereto.) 

The patient’s father undertook to convey the fluid 
immediately to the Commonwealth Health Laboratory at 
Lismore, about 65 miles distant, and, in spite of some 
difficulty in locating Dr. T. R. Pearce, the pathologist, as 
it was Sunday afternoon, by 8 p.m. I. had received a 
telephone message from Dr. Pearce giving the results of 
his investigations, which were as follows: The cell count 
was 8-4 per cubic millimetre (may be higher than shown, 
owing to time factor). The pH was above 7:45. Globulin 
was definitely increased. The urea was normal. Cultural 
examination was to follow. Some of the cells were poly- 
morphonuclear, some were mononuclear. Dr. Pearce said 
that these tests pointed to acute anterior poliomyelitis. 

By 12 midnight the patf@nt’s father had returned with 
the convalescent serum. "This was given immediately, ten 
cubic centimetres intrathecally and forty cubic centimetres 
intravenously. 

Light splints were applied to the inferior extremities, 
but, as the boy was a model patient and did exactly as he 
was told, these were discarded after three days and a 
cradle was employed to keep off the weight of the bed- 
clothes. By October 13 the temperature and pulse and 
respiration rates were normal and remained normal 
during the rest of his stay:in hospital. On October 25 
he was allowed to sit up on a lounge. On November 6 
he -was allowed to walk, and on November 19 he was 
discharged. His muscular system was tested according 
to Vance’s® plan; three times in hospital and three times 
since his discharge, and neither paralysis nor paresis has 
been detected on any occasion. 
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Comment. 


This case has been reported because: 

1, Like Maunder’s case,“ it shows remarkable response 
to treatment. 

2. It shows the value of a pathological laboratory in 
the district. Although it was 65 miles away, one was able 
to have one’s clinical findings confirmed within six hours 
and to inject the convalescent serum ten hours after the 
initial lumbar puncture was performed. 

I am very much indebted to Dr. Pearce for the interest 
he showed and the promptness with which he did his share 
of the work, and sincerely hope that the rumours that 
the Commonwealth Health Laboratory at Lismore is to be 
closed are unfounded. 
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Reviews. 


THE NERVOUS SYSTEM. 


Ovr first impression on receipt of the book on the 
nervous system, by Hewer and Sandes, was to refer it to 
an anatomist. On further consideration, however, a 
different opinion was formedys-,As this is a second edition, 
our attention has been directed more particularly to the 
newer sections of the work. The book is divided into two 
parts, the first dealing with the purely anatomical features 
of the nervous system; the second, with the more 
important functional aspects thereof. The mode of 
presentation is, from a student’s point of view, wholly 

a since the enormous mass of facts is marshalled 

an unbelievably compact and rational form. The 
yA are the best of their kind that we know, and 
the emphasis laid upon function illuminates this intricate 
field of study in such a manner as to make it a most 
useful work of reference for the clinic. 

Part II, which is of the greatest interest, is very 
complete and up to date for a work which, as the authors 
state, “has been written primarily for students”. The 
chapter on the autonomic system, for example, includes 
reference to the “carotid sinus reflex influence upon 
respiratory rate”. Reflex vasomotor inhibition due to 
impulses arising in the carotid sinus and aortic arch are 
also cited, whilst reference is made to the afferent endings 
in arteriolar walls. In fact, mention might well have been 
made of the fact that the whole vascular system is indeed 
by reflex a self-steering mechanism, for collapse of the 
brachial artery under a blood pressure armlet raises the 
general pressure by ten millimetres, and in cases of cardiac 
disease can elicit reflex alteration in the electrocardio- 
gram. Obviously this suggestion would be more germane 
to a review of a recent text book of physiology or medicine, 
but it serves to emphasize the advanced information given 
in Part II in illustration of functional activity of 
nervous mechanisms previously described in Part I. 
Practical applications, which are essential to the capture 
of the student’s imagination, abound—to mention only 
references to the work of Telford and Stopford on 
sympathetic ganglionectomy and Magnus’s work on 
postural reflexes and Sherrington’s on the maintenance 
of tone. 

The excellence of this survey of function in Part II 
is further emphasized by sueh references as the following: 


2“An Introduction to the Study ot the Nervous System”, by 
BE. Hewer, D.Sc., and M. Sandes, F.R.C.S., M.B., 8.; 


BE. a G. M. 

Second Edition ; 1933. London: William Heinemann (Medicai 

omg Limited. Crown 4to., pp. 161, with illustrations. Price: 
s. ne 


Hess’s work-on sleep which can be induced by electrical 
stimulus of the parasympathetic through the thalamic 
region, and Zondek’s isolation of the cerebral bromine- 
hormone and his demonstration of its importance in the 
causation of sleep. Even im Part I, wherever necessary, 
references to physiology and pharmacology are freely used 
in analysing function, for example, the use of ergotoxin to 
paralyse vaso-constrictor nerves, and the axone refiex due 
to mustard application to the skin. The localization of 
tumours by subarachnoid injection of lipiodol, and the 
mechanism of cure of occipital headaches following 
removal of cerebro-spinal fluid by intravenous injection 
of distilled water, provoke one to ask why evidence in 
favour of secretion rather than of diffusion as the origin 
of the fluid, is not Included. Again, this merely 
emphasizes, as previously stated, the essentially practical 
and up-to-date nature of this excellent book. To those 
who have suffered from overloaded academic instruction 
on the nervous system, this book will come as a great 
relief, for it points the way to an escape from the specializa- 
tions into which the basic subjects of medical study have 
developed. The only way of escape is to keep in view 
the final goal of the student, medical qualification, and 
that involves using every means to capture the keen 
imagination of youtlf’by continual reference to normal and 
disordered function, .so far as our knowledge of the 
mechanisms and structures under review can take us. 
This book a be welcomed by student and by prac- 
titioner alike. the price, taking into consideration the 
excellent coloured Ole-page diagrams with which the 
book is illustrated throughout, is surprisingly low, and the 
publishers are to be congratulated upon the pleasing 
format which contributes not a little to the sense of 
satisfaction experienced on reading this book. 


A MANUAL FOR DIABETICS. 


“D1aBeTEsS: REASONS AND Recipes”, by E. E. Claxton, 
M.B., and Lucy Burdekin, with a foreword by Dr. George 
Graham, is a recent addition to the manuals for diabetic 
patients. Of its 188 pages, 53 are devoted to Part I, 
“Reasons”, and 126 to Part II, “Recipes”. The latter part 
is regarded by the authors as the main feature of the 
book. The “Reasons” give very clear if somewhat meagre 
instruction. Three methods of dieting are described. 

Under Method I, the patient takes a definite quantity 
of carbohydrate, and with this as much protein and fat 
as he likes. R. D. Lawrence, at the annual meeting of 
the British Medical Association at Dublin in 1933, said he 
used a. similar method—carbohydrate 100-150 grammes, 
balanced by insulin, with “protein and‘ fat to taste”. Food 
tables in this manual show what weight of the many foods 
contains five grammes of carbohydrate. 

Under Method II, the protein and fat as well as the 
earbohydrate are regulated. The food tables give the 
information necessary, but obviously this method is more 
troublesome than Method I. 


Method III is simply Dr. Lawrence’s well-known “line 


ration” scheme. 

Urine tests are given for sugar, not for acetone. This 
is a regrettable omission, as Rothera’s test is very simple, 
and is very valuable in the diagnosis of ketosis. In regard 
to marriage, the advice is that if the diabetic is being suc- 
cessfully treated there is no reason why he or she should 
not marry. This ignores heredity. Joslin has recently 
written that at least 25% of the children will probably 
be diabetic unless one parent be net only non-diabetic, 
but of a “non-diabetic family”. 

The 223 recipes in Part II should be very useful. They 
are in groups according to the carbohydrate content, and 
from them an attractive and varied menu should be easily 


arranged. 

1“Diabetes: Reasons and Recipes” E. 
B.S., D.T.M. and H., D., 
F.R.C.P.; 1933. LonddiP\ John Lane The "Bodley. Head Head Limi shod. 
Crown 8vo., pp. 204, with illustrations. > 5s. net. 
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INDIVIDUAL MEDICINE AND COLLECTIVE 
MEDICINE. 


Tue increasing complexity and the widening 
range of medical science, together with the altering 
conditions of present-day society, have had and are 
having a profound influence on medical practice. 
Whereas a few years ago the general practitioner 
piloted his patient through the dangerous waters 
of most illnesses, he realizes at present that the seas 
have changed—reefs hitherto unknown have to be 
avoided, narrows have to be negotiated, and many 
rocks are still not shown on the navigating chart. 
Further, many of the instruments essential to the 
newer navigation are exceedingly complex. It thus 
follows that no one man is competent to sail alone 
on certain seas. The general practitioner, the 
family doctor, represents individual medicine. There 
are those who maintain that the day of the general 
practitioner is well nigh done and that the medical 
practice of the future will be collective or group 


practice. The question is worthy of consideration, 
particularly in view of a lengthy discussion on 
medical education and the reform of medical studies 
by Dr. Etienne Burnet in the Quarterly Bulletin 
of the Health Organization of the League of Nations 
of December, 1933. Individual medicine and collec- 
tive medicine are but two of the aspects of the huge 
subject discussed by Dr. Burnet, and he deals with 
them chiefly as they influence the teaching of: 
medicine. In the present instance we would deal 
rather with these two aspects of medical practice 
in relation to conditions existing in Australia. 


Dr. Burnet describes collective medicine as a 
type of medical practice which is no longer 
absolutely free, but is agreed upon in advance by 
means of contract between individuals who are no 
longer independent. He points out that the doctor 
is under the authority of his corporation or syn- 
dicate and that the patient is under the authority 
of a more or less comprehensive group, usually an 
insurance or mutual aid society; as a rule a third 
party: is also included in the contract—the State. 
A moment’s thought will show that all public hos- 
pital practice in Australia is a form of collective 
practice. There are obviously many degrees of 
collective medicine. On the one hand are such 
types of practice as hospital and friendly society 
practice, and at the other extreme is a State-owned. 
service in which every medical practitioner is a 
servant of the State and in which the patient has 
no free choice of his medical attendant. Collective 
medicine has been established in hospitals and 
friendly societies because of the financial status of 
the patients concerned. In friendly society practice 
the patient, within certain limits, is able to choose 
his medical attendant. In hospital practice this 
choice is not so free, but many patients are sent 
to hospital by members of honorary staffs for admis- 
sion to beds that are at the disposal of the staff. 
In other branches collective medicine is practised ; 
they need not be enumerated. The conclusion to be 
stated, obvious and well known though it may be, 
is that an exclusive practice of collective medicine 
would not be in the interests of either patient or 
medical practitioner; moreover, it would not tend 
to the advancement of medical science. 
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Continual inroads are being made on individual 
medical practice—as Dr. Burnet puts it, collective 
medical practice is expanding while individual or 
private medical practice is shrinking. He regards 
this as an irresistible development. There may be 
room for argument as to whether Dr. Burnet is 
right in his use of the word irresistible. Whether 
this development is irresistible or not matters little. 
The point is that the development is going on and 
that in its own interests, if in no other, the medical 
profession should guide the development in the right 
direction. Everyone knows that the patient in a 
public hospital generally receives expert treat- 
ment, the most modern scientific developments are 
applied to the investigation of his condition, and 
he is sent from one specialist to another without 
delay and without the fuss and bother that 
generally accompany such journeyings in private 
practice. Everyone knows, too, that, though the 
well-to-do can afford the journeyings to and from 
specialists, there is a large body of people who 
cannot pay even the so-called intermediate fees 
necessary for many specialist consultations. If the 
medical profession would avoid the establishment 
of collective medical practice as the sole form of 
practice in Australia, it must organize its own 
ranks and its own resources so that every member 
of the community will be able to obtain coordinated 
and complete medical treatment at a cost that falls 
within his means. If it does not undertake this 
organization on its own initiative, it may find itself 
faced with organization from outside its ranks. The 
community hospital system has been ‘chosen as 
suitable to Australian conditions; this system must 
be furthered whenever possible. Intermediate fees 
must be adjusted and in this adjustment special 
provision must be made for the unfortunate patient 
who requires to be seen by several specialists. Some 
persons will advocate the initiation of group 
practice; while there are points in favour of this 
type of practice,‘there are dangers associated with 
it; it will not be discussed at the moment. It may 
be definitely stated that the best interests of the 
patient will be served if the general practitioner 
be made the central figure around which an 
organized specialist section will revolve. Above all 


things it is necessary that the patient should have 
free choice of his medical attendant and that he 
be treated as an individual and not as a case. 


Current Comment. 


LIPOID PNEUMONIA. 


Tue lung is an organ of high resisting capacity, 
and its ability to resolve the inflammatory states 
to which it is subject often surprises even the most 
thoughtful admirer of the vis medicatrix nature. 
But in our zeal it is sometimes possible to offer to 
a long-suffering organ a genuine physical insult, 
one that cannot be overlooked in spite of the best 
intentions. J. Rabinovitch and M. Lederer give an 
instance of this in.what they call lipoid pneumonia, 
an inflammatory lesion directly due to the presence 
of a foreign oily substance in the lungs.‘ That this 
may occur after the instillation of oil into the air 
passages for diagnostic purposes is known, for a 
few cases have been reported in which patients, 
usually elderly or debilitated, have suffered from 
a pneumonic process following the intratracheal 
injection of iodized poppy seed oil for contrast 
radiography. There is also ample experimental 
evidence that this may occur in animals. But it 
might be thought that there is no other way in 
which any appreciable quantity of lipoid material 
might reach the intimate structures of the lung. 
Rabinovitch and Lederer, however, present notes of 
six young children in whom a fatal pneumonia 
occurred, associated with the presence in the lungs 
of many large monocytic cells whose cytoplasm 
contained numerous fat globules. In one case, that 
of a young infant, there was a definite history of 
the continued use of a throat spray of an oily 
substance. In four more cases there was no inkling 
of how fatty material could have reached the. air 
passages, except that the children had in every 
instance suffered from vomiting. That this might 
easily have been thé cause is supported by the last 
case, that of a child of four years of age, who was 
the subject of a bulbar paralysis following encepha- 
litis, and to whom large amounts of cod liver oil 
had been administered. The exact reaction in the 
pulmonary tissues is really a protective one, for the 
large monocytes are apparently called forth in an 
effort to expel the oil. This they attempt by 
engulfing it and transporting it to the neighbouring 
lymphatics, and a certain amount of fibrous tissue 
may even form, a_kind of oil granuloma, proof of 
the very slow raté_of elimination. Local experi- 
ences have shown that lipiodoi may remain in the 
lung for a long time in certain cases, and in suf- 
ficient: amount to produce.a puzzling radiologigal 
picture if the history be not known. But, apart 
from this, a more acute reaction may occur, 
apparently where the amount of oil is considerahje 


;, February, 1934. 


1 Archives of Patho 
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in aggregate, and such an event in a feeble baby 
might, and, so it appears, actually does, cause a 
fatal pneumonia. In older and stronger people the 
inflammatory disturbance is only localized and 
slight, and may cause neither signs nor symptoms, 
but it should be recognized that the degree of 
resistance is by no means so high in small and 
weakly children. In these latter, too, there is 
seemingly a possibility of oily matter being regurgi- 
tated by vomiting and thus éntering the lungs. 
Perhaps, as Rabinovitch and Lederer suggest, even 
milk might furnish such a foreign fat, though cod 
liver oil seems to be a more likely source. They 
further remark that the diagnosis may be made if 
the possibility is borne in mind and if the expec- 
torated material is examined for oil-bearing 
monocytes. Surely the occurrence of this condition 
cannot be common, but it would seem wise to 
remember that it may not be an entirely harmless 
procedure to instil oily substances into the noses 
and throats of babies over extended periods of time, 
nor to persist with fatty emulsions in a vomiting 
infant. We may have in the past assumed that food 
given to a little child was either retained or 
rejected; but even this simple statement is not 
always a full or accurate statement of what may 
occur. 


THE PERSISTENCE OF TUBERCULOUS INFECTIONS. 


TUBERCULOSIS presents problems that have puzzled 
pathologists and clinicians since the days of Koch. 
Not only have its persistence and known capacity 
for lying latent made its life history a very complex 
one, but even more obscure is the origin of infec- 
tions arising in adult life. Are these recrudescences 
of childhood infections or are they of extraneous 
begetting? This question is frequently debated in 
courts of law now that pulmonary tuberculosis is 
made the basis of claims for compensation. Of 
course, even if it can be proved that the tubercle 
bacillus is viable within the body for very long 
periods, this does not necessarily dispose of the 
possibility of external infection in adult years. 
Nevertheless it is obviously of great importance to 
recognize the principle that tuberculous foci may 
be quiescent but not harmless, that tuberculous 
disease may be clinically arrested but still very 
slowly smouldering. On this old but evergreen 
topic H. E. Robertson presents some useful observa- 
tions based upon his work at the Mayo Clinic." 
He remarks that on this subject everyone makes 
mistakes, declaring tuberculous disease to be 
present when it is not, denying its presence when 
it really exists, and claiming that it is healed, only 
to find subsequently that it was still active. 
Robertson traverses the history of the subject, 
recalling that Kurlow expressed the belief that ro 
focus could be regarded as soundly healed until it 
was firmly fibrosed or calcified. Even this statement 
proved to be unduly optimistic, for Rabinowitsch 


1The American Journal of Patholegy, Volume IX, Supple- 


ment, Special Number, 1933. 


demonstrated virulent bacilli even in fully calcified 
lymph glands. Others followed up this work, 
notably Naegeli, who, basing his figures upon care- 
ful anatomical studies, declared that up to 98% 
of adults harboured evidence of tuberculosis. Other 
workers, while not finding so high a percentage, 
agreed that evidence of infection was found in the 
great majority of autopsies, and that apparently 
healed or latent foci were often truly active. Then 
came the work of Opie, who found that whereas 
about 8% of infants aged up to two years were 
tuberculous at death, the percentage rose to 44 
by the time the age of ten years was reached; at 
18 years it was 67%, and beyond that period 100%. 
This well known evidence compels us, with the 
author, to agree with Fishberg’s accuracy of 
description when he speaks of “the frightful tuber- 
culization of humanity”. 


Robertson has collected personal experiences with 
the histological proof of activity of admitted chronic 
and apparently quiescent tuberculous disease as 
revealed at autopsy. He quotes such type cases as 
that of a man aged eighty-two years, dying 
of cardiac disease, whose lungs contained tuber- 
culous foci, old but histologically active; also that 
of a strong, healthy man of twenty-four, who 
was killed in an accident and whose bronchial 
lymph glands contained active tuberculous disease. 
He has collected the results of 3,306 routine post 
mortem examinations over a period .of six years. 
In these, in only 89 was tuberculosis the actual 
cause of death, but 1,725. cases showed positive 
evidence of still active disease, a percentage of 
over 62. From this he draws the deduction that 
tuberculous infections may occur and run their 
course unsuspected by doctor or patient, and that a 
focus, apparently healed and harmless during life, 
may still be active, though symptomless, at death. 
Further, an apparently healed lesion may become 
active after a long period of inactivity. All careful 
clinicians will agree with the author when he says 
that no form of physical examination can assure 
any individual of his freedom from the menace of 
active tuberculous infection. And yet how often it 
happens that business corporations or government 
departments inform employees that their return to 
work is conditional on the obtaining of a medical 
certificate stating that their tuberculous infection 
is not active (or, even in extreme cases, not likely 
to become so). How -eémpossible it is for any 
doctor to certify to the™complete inactivity of this 
disease must be obvious. How far it is justifiable 
to speak of “cure” is another matter. Clinical cure 
may be, and often is, wn fait accompli, for the 
presence even of still active foci in the bodies of 
elderly people is surely a triumph for their immune 
powers. Psychologically, too, the doctor must 
remember his patient ; he is,treating a human being, 
not a morbid process. Yet all his humanity must 
not blind him to the facts of pathology, and it is 
his duty sooner or later to see that his patient runs 
no undue risk through an unsafe optimism not 
based upon knowledge and experience. 
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Glycogen Storage and Lzvulose 
Tolerance. 

Perer F. Merge (Journal of Physi- 
ology, February, 1934) submits experi- 
mental evidence dealing with the 
problem whether a lack of glycogen 
in the liver cells impairs the power of 
forming glycogen after ingestion of 
levulose, and whether the blood-sugar 
curve is determined by the readiness 
with which glycogen can be stored in 


the liver. Groups of male rats were 
submitted to different periods of 
starvation. The blood sugar and 


average resting glycogen content of 
liver and muscles were determined, 
and the blood sugar, liver and muscle 
glycogen were estimated at intervals 
after the administration of a standard 
dose of levulose. For this purpose 
the animals were killed one at the 
end of each hour up to the sixth hour 
after the administration of the sugar. 
The amount of levulose absorbed was 
calculated by subtraction of sugar 
found in the alimentary tract after 
death from the total amount adminis- 
tered. Absorption was found to be 
complete at the end of three hours. 
Blood sugar. was estimated by 
Hagedorn-Jensen’s method, glycogen 
by Pfliiger’s method, the liver and 
skinned left leg being frozen in liquid 
air immediately after death. Estima- 
tions of glycogen in the intestinal 
wall were made; the amounts found 
were negligible. The author concludes 
from these experiments that: (a) the 
power of the liver to form glycogen 
is not impaired when its store of 
glycogen is low; that (b) an excessive 
rise of blood sugar after levulose is 
associated neither with a low glycogen 
store nor with inability of the liver 
to form and hold glycogen; and that, 
on the other hand, such a rise of blood 
sugar after levulose is associated with 
little or no glycogen formation in the 
muscles. These conclusions are con- 
trary to opinions generally held, and 
suggest that inability, not of the liver, 
but of the muscles, to build up glyco- 
gen ig at least one factor of impor- 
tance in an excessive rise of blood 
sugar after levulose. The clinical 
observation that such a blood sugar 
curve is given in disease of the liver 
is not disputed, aor is it incompatible 
with the above results if the anabolism 
of glycogen in the muscles is influenced 
by the metabolic changes which carbo- 
hydrates undergo in the liver. In 
addition, a series of seven rats were 
injected daily with 0-5 milligramme 
of thyroxin for seven days, for 
Abderhalden and Wertheimer have 
shown that after thyroxin the livers 
of rats are unable to form glycogen. 
Following levulose ingestion there 
was hardly any increase in liver 
glycogen, but there was a definite 
increase in muscle glycogen and no 


of rats becomes poor. 


Biood in Normal Pregnancy. 

J. DiecKMANN AND CARL 
Weener (Archives of Internal Medi- 
cine, February, 1934), in the second 
of two articles on the blood in normal 
pregnancy, discuss the accepted belief 
that there is a decrease in hamo- 
globin and erythrocytes in pregnancy, 
producing the so-called physiological 
anemia of pregnancy; or, when the 
decrease is very marked, the “per- 
nicious” anemia of pregnancy. The 
investigation and treatment of these 
severe angmias, which is of para- 
mount importance, as both maternal 
and fetal mortalities are very high, 
must be based on an accurate know- 
ledge of the normal changes in hemo- 
globin and erythrocytes during preg- 
nancy. These authors consider that 
previously reported hemoglobin, 
hematocrit and erythrocyte values in 
pregnancy are of little value, as the 
determinations were made for the 
most part with unstandardized 
methods and apparatus, and were not 
made on the same patients through- 
out the duration of their pregnancies. 
They indicate, however, a diminution 
of these values during pregnancy. 
They report a series of determinations 
of these constituents, and of the blood 
volume, made on various groups of 
women for the different periods of 
pregnancy. They used venous blood, 
with heparin as an anticoagulant; 
erythrocyte counts were made with a 
Bureau of Standards certified pipette; 
glass hematocrit tubes were used and 
hemoglobin determinations were 
made with the Palmer carbon mon- 
oxide hemoglobin method, standards 
being made up fresh each week from 
a standard with a known oxygen 
eapacity. The oxygen capacity of the 


blood of one of the patients was deter- © 


mined each week as an additional 
control of the standard. They made 
185 hemoglobin estimations, 183 
hematocrit estimations, and 160 ery- 


throcyte counts. Of each of these, 55. 


were made on 14 patients whose blood 
picture was followed throughout preg- 
nancy and the puerperium, and 32 
were made on nine. patients followed 
from term to eight weeks post partum. 
(Two patients in the second series, 
none in the first, had excessive loss 
of blood during labour.) In these 
series they found a definite decrease 
in the hemoglobin per 100 cubic centi- 
metres of blood, the maximum 
decrease, amounting to 15%, being 
found from the twenty-sixth to thirty- 
fifth week. They found slight but 
definite decrease of hemoglobin per 
kilogram during pregnancy. Some 
cases showed a very low amount of 
hemoglobin per kilogram of body 
weight, with a relatively normal per- 
centage of hemoglobin in the blood, 
and the authors suggest that such a 


total cell volume showed a relative 
decrease and an absolute increase, for 
the increase in plasma volume was 
definitely greater than the increase in 
cell volume and hemoglobin. The 
authors conclude that red cell counts 
in pregnancy are often misleading; 
that more time and care should be 
devoted to hmmoglobin determina- 
tions, and that in pregnancy a hemo- 
globin content of less than 10 
grammes per hundred cubic certi- 
metres should be diagnostic of 
anemia. 


Reflex Eosinophilia. 


F. P. J. C. HEAty, 
anp F. E. Haskins (Journal of 
Laboratory and Clinical Medicine, 
February, 1934) record a series of 
experiments which have led them to 
conclude that there is a possible 
relationship between eosinophilia and 
mechanical expiratory dyspnea. Seven 
dogs were used and the experimental 
period varied from twenty-four hours 
to seven days. After preliminary 
blood examination, emphysema with 
accompanying asthmatic syndrome 
was produced by an intratracheal ball 
valve. Each dog, after “intubation”, 
exhibited an increased total leucocyte 
count (12 — 16,000) with eosinophilia 
(4 — 10%) and developed a perfect 
pulmonary emphysema. After exer- 
cise or inhalation of tobacco smoke 
the eosinophile count doubled. After 
removal of the ball valve it became 
and remained normal, even with 
objective signs of emphysema. During 
the experimental period the general 
health of the animals was excellent. 
Blood examinations in a series of 
seven patients with emphysema and 
chronic bronchitis of long duration 
showed, in six out of seven cases, a 
substantial eosinophilia. The seventh 
patient was atrophic and _ senile, 
having no history of cough. The 
remaining patients had histories of 
severe cough of long duration, In 
each of fifteen medical students oral 
expiration was prolonged by a par- 
tially blocked flutter valve for a 
period of two minutes. The average 
degree of eosinophilia prior to 
dyspnea was 943%, and during 
dyspnea 7-19%. The authors suggest 
that a reflex stimulus from the over- 
distended alveoli can bring about a 
release of eosinophile cells from blood- 
forming organs, and conclude that 
eosinophilia per se is not pathog- 
nomonic of allergic diseases. 


Dietetic Factors Influencing Glucose 
Tolerance and Insulin Activity. 


H. P. Himsworrn (Journal of Physi- 
ology, March 29, 1934) records experi- 
ments showing: (a) that the adminis- 
tration to rabbits of a diet rich in 
fat decreases the sugar tolerance, 
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retards and diminishes the action of 
insulin upon the blood sugar, prevents 
or delays the progressive improvement 
of sugar tolerance which occurs on 
injection of consecutive doses of 
glucose, and impairs the ability of 
insulin to diminish the hyperglycemia 
following intravenous injection of 
glucose; and (bd) that the administra- 
tion of a diet rich in carbohydrate 
improves the sugar telerance, accele- 
rates and increases the depression of 
the blood sugar by insulin, favours 
the progressive improvement of sugar 
tolerance after consecutive injections 
of glucose, and does not impair the 
action of insulin in reducing the 
hyperglycemia after intravenous 
administration of glucose. The author 
points out that, although various 
theories have been put forward in 
explanation of the effects of starva- 
tion, administration of glucose, fat 
diets and carbohydrate diets upon the 
organism’s sugar tolerance, little 
attention has been paid to the effects 
of the same factors upon insulin 
action, and no attempt at correlating 
the two sets of observations has been 
made. Previous theories include the 
“tissue reaction theory” and the 
“theory of varying insulin secretion”. 
The author shows that these are 
incompatible with the observed 
results, all of which can, however, be 
explained on the experimental obser- 
vation that fat diets and starvation 
diminish the susceptibility of an 
animal to insulin, whilst carbohydrate 
diets and administration of glucose 
increase susceptibility to insulin. He 
suggests that this can be explained 
by the hypothesis that insulin, as 
prepared and secreted by the pancreas, 
is an active substance, that it is 
activated in the body by an unknown 
factor, and that the production of 
this unknown activator is increased 
when carbohydrates are given, and 


-diminished when they are withdrawn. 


BIOLOGICAL CHEMISTRY. 


Gastric Juice and Its Acidity. 


FRANKLIN HOoLLANpER (Journal of 
Biological Chemistry, January, 1934) 
has accumulated additional evidence 
in favour of the hypothesis that “the 
parietal secretion is essentially an 
isotonic solution of hydrochloric acid”. 
The author has carried out ‘extensive 
analyses on a series of large samples 
of pure gastric juice of different 
acidities. The results have been cor- 
related with the total acidity values, 
and therefore it has been possible for 
him to infer a number of the quanti- 
tative characteristics of the pure acid- 
containing secretion as it is elaborated 
by the parietal cells. He shows not 
only that this secretion contains no 
neutral chloride, but that combined. 
acid, inorganic phosphate, organic 
phosphorus and organic solids are all 
absent. Inerganic solids are probably 


also absent, though this has not been 
conclusively established. The specific 


gravity was found to conform to that 
of a. hydrochloric acid solution of 
170 millimetre concentration, and the 
freezing point depression to be such 
as to establish the isotonicity of the 
pure secretion. In short, if any sub- 
stances other than hydrochloric acid 
and water are contained in the parietal 
secretion, their quantities are so small 
as to be negligible in the initial for- 
mulation of any hypothesis concerning 
the formation of this fluid. The author 
considers that since the essential 
characteristics of the parietal secre- 
tion are established, it should be 
possible to proceed with a study of the 
thermodynamics of its formation, and 
thereafter perhaps of its mechanics. 


Inositol Metabolism in the 
Mammalian Heart. 


Lewis BLanp WINTER (Biochemical 
Journal, Volume XXVII, Number 1, 
1934) has described a method for the 
estimation of inositol in muscle. In 
this method, although the experi- 
mental error of the method is con- 
siderable, it has the advantage of 
certainty that inositol is being esti- 
mated. From the results of a series 
of experiments the author concludes 
that in the heart muscle of the dog 
the inositol is of three kinds. In the 
first place the inositol was found 


. lying free in the muscle; from the 


results it was difficult to determine 
what proportion this bore to the 
whole, for survival changes occurred 
between the death of the animal and 
the killing of the muscle cells in 
boiling potash. Secondly, combined 
inositol was liberated completely after 
five hours’ boiling with potash; its 
source is unknown. Thirdly, newly 
formed inositol appeared during sur- 


vival changes in the muscle on 
incubation in an atmosphere of 
nitrogen; the possibilities are that 


this is synthesized or that it is 
liberated by enzymic action from some 
combination which is not split by 
boiling alkali. 


Insulin and Epinephrine and the 
Amino-Acid Content of Blood. 


B. L. Davis anD W. VAN WINKLE 
(Journal of Biological Chemistry, 
February, 1934) have studied the 
effects of insulin and epinephrine 
upon the amino-acid nitrogen, 
inorganic phosphorus, and reducing 
sugar content of the blood of adrenal- 
ectomized rabbits. Their experiments 
demonstrate that insulin does not 
cause a hypoaminoacidemia in these 
animals, and that epinephrine does 
produce a hypoaminoacidemia in 
animals treated in a similar manner. 
Since insulin produces a lowering of 
amino-acid nitrogen content in the 
blood of normal rabbits, and epi- 
nephrine produces a similar effect in 
both normal and adrenalectomized 
rabbits, the authors conclude that the 
observed lowering of amino-acid 
nitrogen in the blood of normal 
animals following an insulin injection 
is due, not to the insulin, but to the 
increased secretion of epinephrine 
elicited by the effects of the insulin 


injection. They also conclude that 
the insulin has no direct action on 
the amino-acid content of the blood 
and tissues, and that all the observa- 
tions to this effect reported in the 
literature can be ascribed to the 
resultant imcreased secretion of 
epinephrine. The ability of insulin, 
acting indirectly through the adrenals 
to cause hypoacidemia, is mentioned 
as a possible means. of testing for the 
adequacy of medullary function. 


Calcium Content of the Aqueous and 
Vitreous Humours and Serum. 


P. W. Satrr (Journal of Biological 
Chemistry, February, 1934) discusses 
the literature and has made compara- 
tive studies on the calcium content in 
the aqueous humour, vitreous humour 
and serum of cattle. Calcium was 
found to be present in the greatest 
concentration in calves and gradually 
to decrease with age. The average 
calcium content of the aqueous 
humour, vitreous humour and serum 
of calves was found to exceed that of 
young adult cattle by and 
118% respectively; that of young 
adult cattle exceeds that of aged cattle 
by 180%, 6-2% and 65% respectively. 
The calcium content of the vitreous 
humour was found to exceed that of 
the aqueous humour in four- to eight- 
week-old calves by 43-4%, in one- to 
two-year-old cattle by 32:3%, and in 
five- to ten-year-old cattle by 46-7%. 
However, it was found that if the eyes 
were enucleated and allowed to stand 
for a few hours, the calcium content 
of the aqueous humour invariably 
increased, approaching or even sur- 
passing that of the vitreous humour. . 
The possible causes of this phenome- 
non are discussed. The ratios between 
the calcium content of aqueous 
humour and serum in the three age 
groups were as_ follows: calves, 
1:1-:98; young adult cattle, 1:1-90; 
older cattle, 1:2-11. The respective 
ratios between the calcium content of 
vitreous humour and serum are 1:1:39, 
1:1-44 and 1:1:43. There was some 
consistency with respect to the ratios 
between aqueous humour and serum 
and more consistency with respect to 
the ratios between vitreous humour 
and serum, and the author concludes 
that these ratios indicate that the 
calcium content of the ocular humours 
is directly dependent on the calcium 
content of the serum. 


Excretion of Ammonia and 
Neutrality Regulation. 


A. P. Briees (Journal of Biological 
Chemistry, February, 1934) has made 
observations which are in harmony 
with the view that ammonia excretion 
in the kidney is stimulated by and 
serves to neutralize the acid residue 
left in the tubules after resorption 
from the glomerular fluid of the alka- 
line threshold moiety. The author’s 
results, considered with other observa- 
tions, have been taken to indicate that 
the mechanism of ammonia excretion 
is not controlled by acid-base changes 
in the tissues. . 


the 
fec- 7 
| 
ery 
ore 
the 
ive 
for 
was 
» in 
rhe 
ints 
ng; | 
be 
ina- 
mo- 
10 
mti- 
ALY, | 
of 
‘ine, 
of 
1 to : 
ible 
and 
ven 
ntal 
ours 
lary 
vith 
ome 
ball 
on”, 
an" 
hilia 
‘fect 
n0ke | 
\fter | 
ame : 
with 
ring 
eral 
| | 
of 
and 
ition ; 
a 
nile, —— 
c 
s of 
In 
oral | 
par- 
ra | 
rage | 
to 
ect | 
over- 
ut a 
lood- 
that | 
thog- | 
| | 
ose | 
| 
hy si- | | 
peri- | 
1inis- | 


790 THE MEDICAL JOURNAL OF AUSTRALIA. 


June 16, 1934. 


Special Articles on Creatment. 


(Contributed by request.) 


XXXII. 
THE TREATMENT OF PINK DISEASE. 


The Atlology of Pink Disease. 

Tue etiology of pink disease is still wrapped in 
obscurity, and the pathological reports have often been 
contradictory. The more frequent recognition of pink 
disease in the United States of America and elsewhere 
shortly after the 1918-1919 pandemic of influenza led to 
the suggestion that influenza was a causal factor. There 
is no real evidence in support of this view. Another 
suggestion has been made, that the disorder is due to a 
toxin resulting from respiratory catarrh. The fact that 
the earliest symptoms noticed are, in the majority of 
cases, those of a naso-pharyngeal infection lends some 
support to this view. Some believe that tonsillar infection 
is the cause, and in some centres these patients are treated 
by tonsillectomy; rapid and dramatic cures have been 
claimed, In the winter of 1828-1829 a widespread epidemic 
of poisoning from contaminated wine occurred in Paris; 
the disease which resulted was called acrodynia. From 
some similarity in the symptoms, the name acrodynia has 
been applied to pink disease in the United States of 
America, although it has not been suggested that arsenic 
poisoning is a cause of this disease. 

The possibility that pink disease is due to some 
deficiency in the diet was suggested quite early in the 
investigation of the disease; but it has been dismissed, 
as there seems to be no error in dieting, and many cases 
occur among breast-fed babies. The question has been 
raised again because of some animal experiments carried 
out by Marshall Findlay. If young rats are fed on a 
diet containing all known vitamins, but in which the only 
source of protein is dried white of egg, they develop 
dermatitis, nutritional and nervous symptoms, which show 
a striking resemblance to pink disease. Findlay found 
that this condition could be prevented and cured by the 
addition of raw liver or dried yeast, but not “Marmite”, 
to the diet. These experiments suggest that the disease 
in rats is due to a deficiency in some dietetic factor, but 
not one of the known vitamins. Finally, it has been sug- 
gested by Feer that pink disease is a neurosis of the 
vegetative nervous system. 

Such being the suggestions as to the etiology, with 
nothing definite to support any of them, the treatment 
must be unsatisfactory. It resolves itself into the general 
management and nursing of the patient and the treatment 
of symptoms as they arise, with the object of relieving the 
extreme discomfort of the patient with the best means at 
our disposal. 


The Cutaneous Symptoms. 


The cutaneous manifestations of the disease are twofold: 
a miliary rash and the erythematous condition of the 
hands and feet. a 

The miliary rash consists of pink or red papules which 
occur all over the body. The rash varies in intensity 
from day to day and is associated with extreme itching 
and perspiration. It may become infected by scratching, 
so that a severe dermatitis and pyodermia may result; 
even deep ulceration may occur. 

The treatment of these cutaneous symptoms is of the 
first importance, because the insomnia, anorexia and 
general wretchedness seem to depend to a large extent 
on the extreme irritation of the rash. If this can be 
relieved, the child sleeps better, the restlessness disappears, 
and the appetite improves. The clothing must be light. 
Cotton, silk or linen shirts should be worn next the skin. 
Wool should be avoided, as it increases the perspiration 
and irritates the skin. “Aertex” shirts are satisfactory 
and comfortable for the child. 


_ The application which gives most relief to the skin 
condition is the following, suggested by Dr. Norman Paul! 
for use at the Royal Alexandra Hospital for Children. 
A powder consisting of zinc oxide and starch (one in 
eight) is first thickly applied to the skin; this is then 
covered by cream consisting of equal parts of pulvis zinci 
oxidi, pulvis amyli, adeps lane, and parafinum molle. This 
should be applied twice a day and, if the patient is a 
baby, about the buttocks as often as it is necessary to 
change the napkin. ° 

The relief given by this simple application is pronounced, 
and is shown by an increase in the child’s well-being. 
If this application is used, coverings on the hands and 
feet are usually unnecessary, and this alone increases 
the child’s comfort. 


. The Nervous Symptoms. 


The most distressing of the nervous symptoms are the 
insomnia and restlessness; these usually, at some period 
of the illness, require the exhibition of sedatives. Potas- 
sium bromide and chloral hydrate may be used; but 
“Luminal” seems to give more relief. It should be given 
in doses of 0-015 to 0-03 gramme (one-quarter to one-half 
grain) two or three times a day. Better results are 
obtained by giving the smaller doses at regular intervals 
of twelve or eight hours than by giving larger doses less 
frequently. 


Anorexia. 

Anorexia is always very marked, especially at the height 
of the illness—these little patients sometimes refuse food 
for quite long periods—so that gavage may become 
necessary. This should be avoided as long as possible, 
as, particularly in the older child, it causes a good deal 
of distress and exhaustion. The diet must be varied 
and must contain a plentiful supply of vitamins. Anything 
that will tempt the child’s appetite should be given. It is 
usually better to give small meals at more frequent 
intervals rather than to maintain the three meals a day 
time-table. 

For some years I have been in the habit of using raw 
liver, with apparently good effect in some cases, although 
in others I have been unable to convince myself that it 
has had any effect of shortening the illness. However, it is 
always worth a trial, although, owing to the variability 
in the duration of the illness under any form of treatment, 
it is difficult to assess the value of such additions to the 
diet. The form in which I have used raw liver is that 
described in The Lancet (June 15, 1929). It is prepared 
as follows: 

A piece of fresh calf’s liver, weighing 0-24 kilogram 
(eight ounces) is scraped on a plate so that the 
hepatic parenchyma is separated from the connective 
tissue and reduced to a finely divided condition. To 
thie is added the juice of two lemons and two oranges 
(the juice of two tomatoes may be used instead of 
either the lemon or the orange juice). Thirty cubic 
centimetres (one ounce) of port wine and 30 grammes 
(one ounce) of sugar are also added. The whole is 
pressed through a single thickness of gauze. Sufficient 
water is added to make up 240 cubic centimetres 
(eight fluid ounces). 

This makes quite a palatable mixture, and is usually 
well taken by the children. It should be given in divided 
doses two or three times a day. For children under one 
year 30 to 60 grammes (one to two ounces) a day may 
be given; for older. children from 120 to 240 grammes 
(four to eight ounces) may be given. It is well to begin 
with small doses and gradually increase to the amount 
aimed at. 

Leonard Parsons recommends the use.of yeast with 
dextrose (four grammes, or one drachm, of each making 
an attractive confection). This amount may be given two 
or three times a day. 


The Alimentary Tract. 


Gingivitis and stématitis should be treated by simple 
mouth washes. Gingivitis may lead to falling out of the 
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teeth and even to necrosis of the jaw. In cases in which 
portions of the alveolar margin come away it is important 
to make sure that the socket heals from below. In one 
such case recently the socket was swabbed out daily with 
peroxide of hydrogen, and a drop of tincture of iodine was 
applied to the bottom of the socket. Healing occurred 
satisfactorily; but the child will have no permanent lower 
incisor teeth. 

Ulceration of the cheek, resembling cancrum oris, may 
occur and must be treated on the usual surgical principles. 


Pyelitis. 


Pyelitis is a common complication of pink disease and 
should always be watched for and treated in the usual way. 


General. 


Whenever possible, the child should be nursed out of 
doors. Sun baths should be given, with proper protection 
of the child’s eyes. Ultra-violet radiation for short periods 
is sometimes helpful and seems to relieve the patient to 
some extent of restlessness and insompia. 

Meticulous attention must be given to all nursing 
details. 

The length of the illness (from three to six or nine 
months) makes the care and treatment very trying, 
especially for the parents. Young babies seem to do better 
if they are nursed at home; but the mother may become 
so worn out with the insomnia, fretfulness and anorexia 
of the child that a period in hospital becomes necessary. 

Until our knowledge of the etiology of pink disease 
becomes more definite the treatment must remain that 
of the symptoms as they arise. 

Marcaret H. Harper, M.B., Ch.M. (Sydney), 
Honorary Physician, The Royal 
Alexandra Hospital for Children, 

Sydney. 


British Mevical Association Mews. 


SCIENTIFIC. 


A MEETING oF THE New SouTH WALEs BraNcu OF THE 
British MepicaAL Association was held at the Royal 
Alexandra Hospital for Children on April 16, 1934. The 
meeting took the form ofa series of clinica] demonstrations. 
Parts of this report were published in the issues of 
June 2 and June 9, 1934. 


Congenitat Heart Block. 


Dr. Lorimer Dops showed a male patient, aged nine 
years, who had been brought to the. out-patient’s depart- 
ment of the hospital because of his failure to increase 
satisfactorily in weight. His mother ‘stated that he had 
not suffered from diphtheria, scarlet fever, rheumatic 
fever or any other severe illness. A physician who had 
examined the child at four years of age had stated that 
he was suffering from “heart trouble”. The patient had 
been able to run and play games without any apparent 
distress‘ or cyanosis. 

There was some bulging of the precordium, the left 
border of the cardiac dulness extended approximately 2-5 
centimetres (one inch) outside the mid-clavicular line, 
and a forcible apex beat was present in the fifth inter- 
costal space, about 1-25 centimetres (half an inch) outside 
the mid-clavicular line. A systolic bruit was heard all 
over the precordium, reaching its maximum intensity in 
the second and third left intercostal spaces. There was 
occasional redupligation of the second sound at the apex. 

The resting pulse rate was 42 to 44 per minute. 
Moderate exertion for thirty seconds raised the pulse rate 
from 44 to 48 beats per minute and produced some intensi- 
fication of the murmur. The blood did not react to the 
Wassermann test. Electrocardiographic examination 
revealed complete atrio-ventricular dissociation and left 
ventricular preponderance. 


Dr. Dods remarked that the presence of signs 
suggesting congenital heart disease, the absence of a 
history of diphtheria, acute rheumatism, scarlet fever or 
other acute infection, absence of the Wassermann reaction, 
and the fact that the murmur was heard before five years 
of age would seem to establish the congenital nature of 
the heart block. The signs suggested the possibility of a 
defect in the interventricular septum, which possibly was 
responsible for or associated with some failure in 
development of the atrio-ventricular bundle. Although a 
number of cases of congenital heart block had been 
reported, there was very little anatomical evidence 
available. The frequent suggestion that the usual site of 
the septal defect was anterior to the pars membranacea, 
while the atrio-ventricular bundle lay behind, seemed 
anatomically incorrect. Possibly the defect in the atrio- 
ventricular bundle was due not so much to the septal 
defect per se as to an associated failure in the development 
of the bundle. This latter suggestion would help to explain 
the fact that congenital heart block was relatively rare, 
while interventricular septal defects were relatively 
common lesions in congenital heart disease. 


A Neurological Case. 


Dr. Dods also showed a boy, aged twelve years, who had 
suffered from diphtheria at three years and measles at 
five years of age. There was no history of any other 
illness of note or of any significant family illness. About 
two years before admission it was noted that he was 
developing some slowness and hesitancy of speech, that 
he was inclined to drag his feet, and that occasionally his 
gait seemed unsteady. Recently his mother observed that 
his shoulders were smaller. During the previous eighteen 
months he had suffered from nocturnal enuresis, but had 
excellent control of his urine during the day. 


There was nystagmus, usually of the fine, lateral type, 
more marked on looking to the left, but showing marked 
variations in its degree and type. Both plantar reflexes 
were extensor in type. The upper abdominal reflexes were 
sluggish, the lower abdominal reflexes were active but 
unequal. His knee jerks and ankle jerks were equal and 
slightly exaggerated. There was a variable degree of ankle 
and patellar clonus which was never gross and was 
possibly more marked on the left side. This sign was 
becoming less evident. The sense of passive position was 
somewhat impaired in both legs. The pectoral, deltoid, 
sterno-mastoid and, to a less extent, the arm muscles were 
symmetrically wasted. There was no obvious wasting of 
the face or forearms and the scapule were not winged. 
There were no obvious fundal changes. There was no 
reaction of blood or cerebro-spinal fluid to the Wasser- 
mann test. The cerebro-spinal fluid was not under 
increased pressure; its chemical and cytological findings 
were normal. 

Dr. Dods remarked that the signs and symptoms would 
seem to suggest the spinal type of amyotrophic lateral 
sclerosis; but the early age of onset made this diagnosis 
very doubtful. Some of the medical practitioners who 
had examined this patient favoured a diagnosis of 
disseminated sclerosis. 


Staphylococcal Septicaemia. 


Dr. C. H. Westey showed a female patient who had 
been admitted to hospital on February 28, 1934. Ten days 
previously she had rubbed a sore om her ankle, She 
limped on her toes and her ankle became red and swollen. 
At the time of admission the right ankle was red, hot 
and swollen; no movement of the joint was possible; the 
temperature was 38:5° C. (101-4° F.). Staphylococcus 
aureus was cultured from the blood. 

An L-shaped incision was made below the external 
malleolus and a probe was passed into the tissues; no pus 
was found. The joint cavity was opened and pus escaped; 
a tube was inserted. The day.after operation the tempera- 
ture was 38-6° C.. (101°5° F.); the following day it was 
normal. Four days after the operation the temperature 
rose. A collection of pus was found on the medial side 
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of the ankle, which was then incised; the medial side of 
the joint was opened. On the following day the tempera- 
ture was normal; it varied little afterwards. 


Pneumococcal Peritonitis. 


Dre. T. Y. Newson showed a girl, aged eight years, suf- 
fering from pneumococcal peritonitis. The onset had 
suggested acute appendicitis with. abdominal pain referred 
to the umbilicus—rapid rise of temperature to 39-4° C. 
(103° F.) and rigidity of the lower part of the abdomen. 
The appendix was removed and found to be mildly 
inflamed, and the abdomen was closed without drainage. 
The child’s condition became rapidly worse, and a mass 
was found to be developing in the lower part of the 
abdomen. The leucocyte count rose from 10,000 to 30,000 
per cubic millimetre, and on the eighth day it was decided 
to evacuate the pus. This was done under local anes- 
thesia through a small mid-line incision, and the operation 
was followed by improvement for a few days. The con- 
dition again became worse; dulness was noted at the 
bases of both lungs; the abdomen was distended, and 
vomiting became continuous. 

Dr. Nelson said that the main reason for showing the 
patient was to show the beneficial effects of blood trans- 
fusion at this stage. About 200 cubic centimetres of 
citrated blood had been injected intravenously and the 
child had shown immediate improvement, which had been 
maintained. Pyelitis had developed and had been per- 
sistent; but the child was recovering satisfactorily. 


Hydrocephalus. 


Dr. Nelson also showed a child, aged one year and nine ~ 


months, whose head had been first noticed to be abnor- 
mally large at the age of three months. At the time of 
admission to hospital the head measured 51-25 centimetres 
(203 inches) in circumference. Encephalography revealed 
moderate dilatation of the lateral ventricles and very 
marked enlargement of the third ventricle. No air was 
seen in the fourth ventricle, but the cortical paths were 
filled. . These findings pointed to an obstruction in the 
region of the aqueduct. Dr. Nelson thought the case 
belonged to the group which Dandy had described as being 
due to cicatricial contraction following an inflammatory 
reaction. If the condition appeared to be progressing, he 
proposed to make an opening through the anterior end 
of the third ventricle, as advocated by Wade, with the 
idea of short-circuiting the path of the cerebro-spinal fluid. 


Morpheea. 


Ds. A. J. Cuapman showed a patient suffering from 
localized scleroderma, or morphea. Dr. Chapman said 
that the plaques differed from cicatrices by their spon- 
taneous appearance and evolution, and from macular 
atrophy by their sclerotic character. Each plaque started 
as a thickened, indurated area, often of a violet or lilac 
tint. The centre gradually became blanched and often 
took a glistening white appearance and sometimes became 
sealy. The lesion generally disappeared completely, but 
sometimes a condition of calcification or ossification was 
left. At certain stages the plaques resembled a cancerous 
condition, and later on the sear might resemble that left 
by lupus erythematosus. 


Pathological Specimens. 


Dre. F. Tmwswett showed a series of pathological speci- 
mens of the lesions of lymphatic leuchemia and lympho- 
sarcoma, also a series showing various grades of renal 
terato-blastoma (Wilm tumours). Dr. Tidswell also 
showed specimens of various forms of spina bifida. 


Leontiasis Ossea. 
Dra. H. R. Sear demonstrated skiagrams of leontiasis 
ossea showing the different varieties. He suggested a 
classification. 


NOMINATIONS AND ELECTIONS. 


Tue undermentioned have been elected members of the 
Victorian Branch of the British Medical Association: 
Cooper, Janet Pierson, Sc.B., M.D., 1917 (Boston), 
6, Kerferd Road, Albert Park. 
Davis, Morris Cael, M.B., B.S., 1930 (Univ. Melbourne), 
Alfred Hospital, Prahran. 
Smithers, Warwick McLean, M.B., B.S., 1933 (Univ. 
Melbourne), Melbourne Hospital, Melbourne, C.1. 


Che Ropal Australasian College 
of Surgeons. 


MEETING OF THE BOARD OF CENSORS. 


THe next meeting of the Board of Censors of the Royal 
Australasian College of Surgeons will be held in Sydney 
early in September, 1934. All candidates for fellowship 
of the College, whe wish to present themselves at this 
meeting, must apply to the Censor-in-Chief, 6, Collins 
Street, Melbourne, on or before July 15, 1934. Application 
forms can be obtained from the Censor-in-Chief at the 
above address or from any State Secretary of the College. 


Post-Graduate Tork. 


WEEK-END REVISION COURSE AT LISMORE. 


Tue New South Wales Permanent Post-Graduate Com- 
mittee, in conjunction with the North-Eastern Medical 
Association, will hold a post-graduate course at Lismore 
during the week-end Saturday, August 4, and Sunday, 
‘August 5, 1934. Those desiring to attend this course 
should communicate with Dr. J. R. Ryan, Lismore. The 
fee for the course will be one guinea. A full programme 
of this course will be announced later. , 


Correspondence. 


A PROTEST. 


Sm: TI feel moved to protest strongly against the 
immorality of practising “vivisection”—in other words, in 
this case, experimental pathogenesis—upon humans, young 
children of eight and nine, and two of the four still 
younger for all we know. I refer to your item, “Experi- 
mental Pertussis” on page 668 of your issue of May 19, 
1934. Your abstract says that the two brothers unpro- 
tected by vaccine began to sicken with what ultimately 
became “a severe attack of whooping cough” within seven 
days of being artificially inoculated in nose and throat. 

One presumes the four victims of this outrage were 
the children of one of the experimenters, or at the very 
least that it was done with the express consent of the 
parents. Nevertheless, one utterly denies the moral (I 
query the legal) right of parents, no matter how good the 
motive, deliberately to expose their children to such great 
suffering and risk as is-involved in “a severe attack of 
whooping cough”. Even if the children themselves 
volunteered, which scarcely seems likely, they are not of 
an age nor mentality sufficiently responsible to be, in 
fairness to themselves, allowed to make so grave a 
decision. 

It would be quite another matter with adults—an 
admirable and justifiable act of altruism. A far more 
terrible instance of “science run amuck” occurred (if the 
published version which I read can be relied on) not 
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long ago. In that instance two fanatical psychologists—if 
I remember rightly, they were medical men—after some 
hesitation, determined to conduct “fear experiments” upon 
an infant in arms. They thirsted to discover whether by 
“sound-association” they could cause an infant previously 
normal and psychologically whole to exhibit acute terror 
on seeing an object which hitherto had invariably been 
associated in his mind with pleasure and play. Having 
selected their tiny victim and his plaything, a woolly 
rabbit in which he delighted, they. repeatedly made 
crashing noises close to his ear whilst he was handling 
it. He started and shivered and trembled at the noises 
(caused by shattering blows on a big gong, or something 
equally terrific to a mere babe) and after a sufficient 
period of this daily-repeated torture they succeeded—a 
splendid feat of science!—in getting him to shiver and 
shake and cry out at the mere sight of his erstwhile 
“beloved”, the rabbit. 

It is indifference to such terrible retrograde tendencies 
in science which, when its results have sufficiently accumu- 
lated and come to due fruition, will plunge us into 
another “Armageddon” the horrors and devastation of 
which will cause our “Great War” to seem, in comparison, 
a mere “outpost skirmish”. 

Yours, etc., 

Brisbane. J. BEAN. 
Undated. 


THORACOPLASTY IN PULMONARY TUBERCULOSIS. 


Sm: Your leading article in the journal of February 10, 
on thoracoplasty in pulmonary tuberculosis, was timely. 
Many of the bad results are due partly to lack of dis- 
crimination in the choice of patient, and partly to 
ignorance of the type of operation required for a particular 
patient. 

In the course of your article you state: “It was not 
till Sauerbruch devised his operation of thoracoplasty that 
the best results became attainable. It is quite obvious 
that more satisfactory collapse will be obtained with the 
Sauerbruch than with the Brauer-Friedrich operation.” 
This, of course, is true, but two points should be 
emphasized : 

1. That the old Brauer-Friedrich operation was modified 
many years ago by Brauer. The modified operation is 
usually known as Brauer’s operation. 

2. “The old Sauerbruch operation is practically obsolete. 
... Apparently everyone is tending more and more towards 
the Brauer type of operation.” (BE. A. Graham, Journal 
of Thoracic Surgery, Volume LII, Number 2, December, 
1933, page 170.) 

The results obtained at Brompton Hospital have been 
more encouraging than those of Wiener and Fishberg, on 
whose paper your article was based. A study of the causes 
of death following thoracoplasty support your demand for 
care and study on the part of those who do thoracic 
surgery. 

These causes may be grouped thus: 

1. Bad selection of patients. 

2. Unsuitable type of operation. Doing too much may 
cause an operative death; doing too little may result in 
failure to achieve the purposes of operation, which are 
briefly to put the diseased part at rest, to close cavities, 
to stop hemoptysis or prevent its recurrence, and to free 
the sputum of tubercle bacilli. 

3. Errors in operative technique. 

4. Incorrect post-operative management. 

5. Certain at present uncontrollable complications, such 
as embolism. . 

But not only must the indications for operation and 
the operative technique be sound; the anesthetic and 
anesthetist are most important factors. After long trial, 
local anesthesia has been abandoned at Brompton Hospital, 
except for short operations like drainage of an acute 
empyema. Otherwise, infiltration of the imtercostal nerves 
with “Novocain” is done only to supplement gas and 


‘pus was not harmful”. 


oxygen anesthesia, preceded by morphine and hyoscine, 
and sometimes “Evipan”. Now it needs a skilled anes- 
thetist to keep a patient on gas and oxygen breathing 
quietly and evenly without coughing for anything from 
a quarter of an hour for a small thoracoplasty to over an 
hour for the operation of lobectomy. Specialists in anes- 
thesia should be on the staff of all hospitals where special 
operations on the thorax and cranial cavity are under- 
taken; and they should be real specialists who have given 
time and study to all aspects of anesthesia, and not just 
people who choose to call themselves anesthetists without 
qualifications. Mutatis mutandis, the same remarks apply, 
of course, to surgery and other branches. Surely, but very 
slowly, this is being admitted by the less parochial and 
less self-satisfied members of our profession. 
Yours, etc., 
M. P. SusMAN. 
Brompton Hospital, 
London, 
May 2, 1934. 


TREATMENT OF PELVIC INFILAMMATION. 


Sm: In the paper by Dr. Sherwin in Tse MEeEpIcaL 
JOURNAL or AusTRALIA of May 12, and especially in the 
discussion thereon, the expectant’ treatment of pelvic 
inflammation is ridden to death and will surely cause 
death and suffering if surgeons allow such mistaken 
teaching to influence their work. 

Apparently the only operation allowable is incision of a 
pelvic abscess through the vaginal vault. There is not 
a word regarding the supreme importance of subsequently 
removing the focus which caused the abscess. “Treatment 
should be undertaken for the reconstruction of diseased 
tissue and not for stamping out the disease itself” (sic). 

I have seen at least a score of women die from 
neglecting to remove the primary focus of the suppuration. 
This should be done within a fortnight of evacuating the 
pus, because, as Treves taught, an immunity has been 
established, but this will continue for only a limited time. 
There seemed to be general agreement of the speakers at 
the discussion in Melbourne that “should an abdomen be 
opened under the suspicion that pathological conditions 
other than acute salpingitis were present and should the 
latter only be found the correct procedure was to close the 
abdomen without interference with the affected tubes”. 

My comment to that extraordinary statement is that it 
violates the cardinal principle of operating for peritonitis: 
“Get in quickly; remove the focus gently; get out quickly.” 
Another statement is that “in mild tubal leakage the 
How can inflammation inside the 
peritoneal cavity be mild if pus has formed? Another 
speaker said: “No operation. should be considered in 
streptococcal cases for at least two years.” Think of it: 
two years of suffering, invalidism, incapacity for domestic 
or marital duties, with economic loss, and at the end no 
guarantee, as the war showed, that the streptococci would 
not flare up as virulent as ever if operation were carried 
out. 

The views I have quoted seem to me a reversion to pre- 
Lawson Tait days, when there was no alternative to 
expectant treatment, and women were allowed to suffer 
and die without surgical interference. Lawson Tait was 
an original genius whose work in abdominal surgery has 
been epochal; but he did not realize that the ovaries are 
essential to the well-being of a woman, and therefore 
unnecessarily removed them when the tubes alone were 
at fault. 

In The British Medical Journal of April 8, 1933, Mr. 
Rivett, of Queen Charlotte’s Hospital, and Professor 
Oldfield, of Leeds, report better results in puerperal 
peritonitis by suprapubic incision and drainage. 

At the medical congress in Hobart, February, 1902, I 
advocated, as reported in the transactions, page 369, “the 
systematic employment of vaginal celiotomy as a pre- 
liminary to abdominal section for suppurative disease of 
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the uterine appendages and pelvic abscess, its product”. 
I reported thirty-one operations by this two-stage method 
performed in the Sydney Hospital in the previous year 
with one death. 

Since then I have carried on and developed the two- 
stage technique with great success. In THE MEDICAL 
JOURNAL OF AUSTRALIA, November 6, 1920, I again empha- 
sized its value, and in a paper read in New York before 
the American College of Surgeons in October, 1924, and 
published in Surgery, Gynecology and Obstetrics, February, 
1925, I gave full details of the procedure and reported 
ninety-three consecutive operations in four years’ work 
in the Sydney Hospital with one death. 

Some of these cases might probably have settled down 
under the influence of rest and made a partial recovery 
for the time being, but, as pus was present in all, none 
would have been cured in the proper sense of the term. 
In eighteen the suppuration was widespread, extending 
anterior to the uterus, which was therefore removed by 
my method of total hysterectomy along with the primary 
focus. In this method of hysterectomy cellular tissue 
planes are not opened up, and therefore the danger of 
the operation to remove the focus or foci is not added to; 
also there is the advantage of a larger opening for 
vaginal drainage. 

I would here say that there is no proof that cheesy 
pus in the tubes is ever absorbed or becomes transformed 
into a hydrosalpinx, as stated by Dr. Bearham; the 
evidence is all the other way. I operated on an old lady 
of seventy for “acute abdomen” due to a torsion of one of 
two tubes filled with cheesy pus. The infection had 
occurred thirty years before. 

In a mild first attack of gonorrheal salpingitis it is 
legitimate to practise expectant treatment, because there 
is just a chance that the tubes may recover sufficiently to 
again function. Recurrent attacks preclude this, and 
therefore the sooner operation is undertaken the better, 
for secondary infection of and recrudescence of activity 
in an old focus is one of the most dangerous conditions 
which may call for surgical treatment; the adhesions 
enveloping an old focus are much stronger than the viscera 
softened by inflammation to which they are attached. 

So long as a septic focus is allowed to remain in the 
pelvis, the patient cannot be said to be cured; she is not 
so free from suffering and not such a healthy woman as 
she otherwise would be, and there is always an impending 
calamity. 

The focus or foci can be removed by means of the two- 
stage operation with small risk. 

Yours, etc., 
RALPH WoRRALL. 


233, Macquarie Street, 
Sydney, 
May 19, 1934. 


THE VENOM OF ATRAX ROBUSTUS CAMBRIDGE. 


Simm: Dr. Kellaway’s paper (THe MepicaL JOURNAL OF 
AUSTRALIA, May 26, 1934, page 678) prompts me to record 
my own rather brief experience with this species. The 
work was carried out in 1928 in the Microbiological 
Laboratory of the New South Wales Department of Health. 

Habits. The spiders were obtained by Mr. Anthony 
Musgrave from various parts of the northern suburbs of 
Sydney. They were fresh and extremely vigorous when 
received. If two were placed together, they would fight. 
Males, although almost as big as the females and even 
more active, always succumbed in these encounters. On 
the other hand, a particularly large female, the survivor 
of several fights with specimens of her own species, was 
killed by a female of Lycosa godeffroyi, one of the large, 
inoffensive garden spiders. The method of attack and 
the fatal outcome of these battles indicate that spider 
venom is toxic to spiders, whether of the same or different 
species. Lycosa venom is toxie to frogs, for I have seen 


a specimen of Pseudophryne bibronii killed in less than a 
minute by the bite of an undetermined species of Lycosa. 
Possibly frogs, particularly the large species of Hyla and 
Limnodynastes, would be useful in studying the properties 
of Atraz venom. 

Collection of Venom. Species of Atraz, alone among 
Australian Arachnids, will strike energetically at anything 
held before them. When disturbed, Atrar robustus rears 
itself erect on the two hind pairs of legs, sometimes 
toppling over backwards in its efforts to reach upwards. 
The two front pairs of legs and the pedipalpi are spread 
outwards and backwards, while the chelicere are diverged 
and erected. It then strikes forwards and downwards with 
extraordinary fierceness and rapidity, quickly repeating 
its attack several times if its chelicere fail to penetrate 
immediately. Clear, shining globules of venom can be 
seen exuding from the tips of the chelicere. This species 
therefore offers unique opportunities for collecting spider 
venom in relatively large quantities unmixed with other 
secretions or tissues. Venom was collected from several 
males and females in the usual way by permitting them 
to strike through a sheet of thin rubber stretched over a 
watch glass. The venom so collected was dried and stored 
in a desiccator. Pressure of other work prevented me 
from doing anything further with it. 

Experimental Bites. Three guinea-pigs were used. Each 
was bitten several times on the leg. There was no doubt 
that the chelicere penetrated, for the spiders hung on and 
were thrown about. by the struggles of the guinea-pigs, 
while the marks of. the punctures could be clearly seen 
afterwards. At the moment they were bitten, the animals 
squealed and struggled. For the next few minutes they 
shivered occasionally. Two showed no further ill effects. 
The third died shortly afterwards. It had active lesions 
of a Corynebacterium diphtheria toxicity test and was in 
an enfeebled state. Neither the signs before death nor the 
post mortem findings were distinctive, and I am inclined 
to believe simply that the manipulation was too much 
for it. Thus, as far as they go, my experiments support 
those reported by Dr. Kellaway. 

These notes are neither as full nor as precise as I 
should have wished, but I offer them in the hope that 
they may be useful to workers on spider venom. 

Yours, etc., 
I. M. MACKERRAS. 


Council for Scientific and Industrial Research, 
Canberra, F.C.T., 
May 28, 1934. 


OCULISTS AND OPTOMETRISTS. 


Sm: Oculists and« optometrists will appreciate “Pax 
Vobiscum’s” references to the futility of quoting dif- 
ferences in prescriptions to prove any special case. 
Referring to other people’s errors is in any circumstance 


a wholly unprofitable exercise, suitable only to those who | 


themselves are without sin in such matters. 

That all oculists are not in accord with the sentiments 
of the Hobart Congress will be welcome news to many 
medical men, to optometrists, and the public, whose 
reaction to the report. of the proceedings was not such as 
a medical congress should evoke. 

The doubts that exist in the mind of “Pax Vobiscum” 
concerning the objectives of optometry can be readily 
dispelled, as there js absolutely no intention or desire on 
the part of optometrists to evolve into any sort of 
“medical specialist” or to encroach in the least degree 
on the domain of ophthalmology or medicine. 

The practice of optometry is rigidly defined by law, 
and no one seeks to add one jot or tittle to that practice, 
but only to insure so far as humanly possible that no 
case requiring the attention of an oculist shall fail to 
receive that information. 

The higher edueation of optometrists is solely in the 
interests of the public and the ophthalmologist. The 
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optometrist derives no benefit whatsoever, either in fees 
or prestige. As things are in New South Wales he is a 
serious loser thereby, as certain oculists decline to allow 
referred patients to return, and the loss will be greater 
if the Hobart Congress suggestion to withhold the 
patients’ prescriptions is put into force. 

In other countries and states a most satisfactory modus 
vivendi has been found to the advantage of all concerned. 
It is an utterly irrational conception that induces some 
oculists to imagine that educated and ethical optometrists 
will cause any loss of prestige or fees to ophthalmologists. 
In practice it works quite the other. way. 

“Pax Vobiscum” can be assured that the very last thing 
optometrists desire is “to choose to take battle” with 
ophthalmologists. They desire only a harmonious under- 
standing between the two bodies in the interest of the 
public and such recognition from ophthalmologists as 
their educational and ethical standards may merit. 

A conference of those concerned has often been 
sought and, if consummated, would readily remove all 
misunderstanding. 

Reciprocating the spirit of “Pax Vobiscum’s” penumbra. 

Yours, etc., 
“Er Spiirv Tvo.” 

May 29, 1934. 


HYPOGLYCAZMIA AND KETOSIS: THEIR 
RELATIONSHIP TO CHRONIC ANTRAL 
DISEASE AND BRONCHIECTASIS. 


Sir: I feel that some of the statements made by Dr. 
Sippe, in his article of May 26, 1934, should not be 
allowed to go unchallenged. He claims that his illus- 
trations of the conditions of the maxillary sinuses show 
that the diseased antra in question returned to normal 
under his treatment. 

My interpretation of the appearances seen in the illus- 
trations is that the patients to whom thesé illustrations 
belong are suffering from chronic maxillary sinusitis. In 
the skiagrams I, III, and V the mucose# were in states of 
acute or subacute exacerbation of the chronic states which 
are manifest in Skiagrams II, IV, and VI. In all three 
instances of supposedly normal antral mucose there is 
definite evidence of chronic disease of these membranes, 
and in Skiagrams IV and VI the so-called normal appear- 
ances are really those of gross chronic pathology suggesting 
a definite amount of fibrosis of the membranes. 

Considering these facts, I cannot agree with Dr. Sippe’s 
statement that “these investigations . . . were not per- 
formed during an acute exacerbation”. 

Therefore Dr. Sippe’s arguments, based on wrong 
premises, do not carry any conviction, and- he must 
produce sounder evidence if he wishes . his theory to be 
seriously considered. 

As regards his suggestion that in these cases the sinus 
disease was caused by the hypoglycemia, might I suggest 
that it may be that the hypoglycemia which he found 
was caused by the chronic septic condition. Not rarely we 
meet with cases of acidosis in which the simple removal 
of infected tonsils and adenoids brings about a lasting 
cure of the condition. 

It is now some fifteen years since I first drew attention 
to the association of nasal accessory sinus disease and 
chronic pulmonary infections, and a large number of 
children suffering from these conditions have been seen 
and treated by me. Both the sinus and chest conditions 
in the majority have been apparently “cured” by removal 
of septic tonsils and adenoids and adequate but conserva- 
tive attention to ventilation of the diseased sinuses. 
Particularly has this been so in those patients when the 
disease was seen in its earliest stages. I am not satisfied, 
however, that it is the only line of treatment for these 
cases. 

Regarding the “cure” of asthma, who of us has not had 
most striking relief, although admittedly only in the odd 
patient, by some particular (and maybe unorthodox) line 


of treatment, and likewise how. very often have we failed 
in our endeavours'to effect a “cure”. Surely Sippe is 
rather optimistic when he quotes only one case support 
his theory, and it would be interesting to know for how 
long “the complete cure” (of Case IV) which “was 
effected by the use of glucose” remained free from the 
symptom. 

I agree that errors in diet appear to have a bearing 
on the production of adenoids and nasal accessory sinus 
disease. However, it is rather difficult to accept the 
hypothesis that a deficiency of sugar causes nasal acces- 
sory sinus disease when nowadays more sugar is being 
consumed than ever before in the history of civilization, 
and also sinus disease appears to be increasing. Sinus 
disease today is prevalent, and this is particularly more 
marked in the coastal parts of Queensland and northern 
New South Wales. Glucose, in the form of boiled and 
other varieties of sweets, preserved fruit syrups et cetera, 
is eaten nowadays probably not so much as it was a 
decade or so ago, but it is nevertheless consumed in large 
amounts. 

No, the cause of nasal accessory sinus disease and its 
frequently attendant pulmonary fibrosis is not so simple 
as Dr. Sippe would have us believe! 

Yours, etc., 
R. Granam Brown. 

Equitable Life Building, 

Queen Street, 
Brisbane, 
June 2, 1934. 


Proceedings of the Australian Medical 
Boards, 


TASMANIA. 


THE undermentioned has been registered, pursuant to 
the provisions of the Medical Act, 1918, of Tasmania, as 
a duly qualified medical practitioner: 

Maclean, Lillian Alexia, M.B., 1909 (Univ. Sydney), 
Public Hospital, Launceston. 


NEW SOUTH WALES. 


THE undermentioned have been registered, pursuant to 
the provisions of the Medical Act, 1912 and 1915, of New 
South Wales, as duly qualified medical practitioners: 

Millikan, Alan Hamilton, M.B., BS., 1933 (Univ. 
Melbourne), Wagga Hospital, Wagga. 

Rippin, Muriel, M.R.C.S. (England), 1927, L.R.C.P. 
(London), 1927, M.B., B.S., 1927 (London), Usher’s 
Hotel, Sydney. 


Additional qualification: 


Goulston, Eric Hyman, F.R.C.S. (Ireland), 1933, 83, 
Birriga Road, Bellevue Ail, 


QUEENSLAND. 


THE undermentioned have been registered, pursuant to 
the provisions of The Medical Act of 1925, Queensland, as 
duly qualified medical practitioners: 

MacNaught, Ian Webster, M.B., B.S., 1931 (Univ. 
Sydney), Brisbane. 

Reilly, Patrick John, M.B., BS., 1928 (Univ. Adelaide), 
Camooweal. 

Smith, Frederick Perceval Goddard, M.B., B.S., .1933 
(Univ. Melbourne), Brisbane. 

Stanley, William Ambrose, M.B., Ch.M., 1925 (Univ. 
Sydney), Gladstone. 
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Books Received. 


THE PRINCIPLES OF GYNASCOLOGY: A TEXT-BOOK FOR 
STUDENTS AND PRACTITIONERS, by W._ Biair- Beil, 
B.S., M.D., F.R.C.S., F.C.0.G.,~Hon. F.A.C.S., Hon. Li 


. J F.R.C.S., 
Bell, MB. B.S. F.R.CS., M.C.0.G.; 1934. London: 
Bailliére, Tindall mm Cox. Super Royai 8vo., pp. 862, with 
16 plates and 507 illustrations. Price: 35s. net. 

LORD LISTER, THE DISCOVERER OF ANTISEPTIC 
SURGBRY, by C. J. 8. Zrompeee, M.B.E.; 1934. London: 
ohn Bale, ms and Danie Crown 8vo., pp. 99. 

ice: 5s. net. 

VITAL CARDIOLOGY: A NEW OUTLOOK ON THE PRE- 
VENTION OF HEART FAILURE, by B. Williamson, 

M.R.C.P.; 1934.. Bdinburgh: E. and 8. Livingstone. 
Royal 8vo., pp. 552. Price: 158. net. 


CLINICAL PATHOLOGY, Pe P. Panton, M.A., M.B., B.C., 

and J. Marrack, Third Edition; 1934. 

London: J. and A. Charen Royal 8vo., pp. 493, with 
illustrations. Price: 15s. net. 


THE ELEMENTS OF EXPERIMENTAL 
J. S. Huxley, M.A., and G. R. de Beer, te D.Sc. ; 


Cambridge: The University Press. vo., pp. 1336, 
with illustrations. Price: 25s. net. 

Napier Pearn, M.R.C.S., L.R.C.P., M. ; Ra: 
Bailliére, Tindall and Cox. Foolscap 286, with 


illustrations. Price: 6s. 4d. net. 
THE RELIEF OF PAIN IN CHILDBIRTH, F. N. Reynolds, 
M.C.O.G., F.R.C.S.; 1934. London: Mec ical Publications 
Price: 10s. 6d. net. 


Limited. Demy 8Vo., pp. 114. 


Diary for the Wonth. 


Jung 19.—New South Wales Branch, B.M.A. : Ethics Committee. 
Junp 19.—Tasmanian Branch, B.M.A. 
Junge 20.—Western Australian Branch Branch. 

B. Guinieal Meeting. 


June 21.—New South Wales Branch, 
June 22»—Queensland Branch, B. M.A.: 

JuNB 26.—New South Wales Branch, BMA: Medical Politics 
ommittee. 


Jung 27.—Victorian Branch, B.M.A.: 
28.—South Australian Branch, B.M.A.: 
Jungs 28.—New South Wales Branch, B.MLA.: Franch. 


Medical Appointments. 


Dr. N. J. Symington (B.M.A.) has been appointed Senior 

Medical Officer, Office of the Director-General of Public 

Health, New South Wales. 


Dr. M. M. Hamilton (B.M.A.) has been appointed 
Assistant Medical Officer, Office of the Director-General of 
Public Health, New South Wales. A 

Dr. J. McManamey (B.M.A.) has been appointed Senior 
Medical Officer, Office of the Director-General of Public 
Health, New South Wales. r 


Dr. N. T. M. Wigg (B.M.A.) has been appointed Tem- 
porary Honorary Clinical Assistant to the Medical Section, 
Adelaide Hospital, South Australia. 

Dr. E. A. Johnson has been appointed Acting Chairman 
of the Advisory Committee’ under the Food and Drugs 
Act, 1908, South Australia. 

Dr. J. A. Rolland (B.M.A.) has been appointed a Member 
of the Board of Optical Registration, under the provisions 
of the Opticians Act, 1920, South Australia. 


Appointments Wacant, ete. 


For announcements of medical appointments vacant, assistan 
locum tenentes sought, etc., see “Advertiser”, 


Medical 


WesTeRN AUSTRALIA: 


HospiraL, Peru, 


Appointments: Important Motice. 


MeprcaL practitioners are requested not to apply for any 
appointment referred to in the following table ut having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical retary of the 
British Medical Association, Tavistock Square London, W.C.1. 


BRANCH. APPOINTMENTS. 


Australian Native Association. 

Ashfield and ceeds United Friendly 
Societies’ Dispensa 

Balmain United Friendiy Societies’ Dis- 


Friendly Society Lodges at Casino. 

Leichhardt and Petersham United 
Friendly Societies’ Dispensary. 

Manchester Unity Medical and Dispen- 
sing Institute, Oxford Street, Sydney. 

North Sydney Friendly Societies’ Dis- 
pensar Limit 

dentiai Assurance Company 


mited 
Pheenix ‘Mutual Provident Society. 


New South 
Secretary. 
Street, 


All Institutes or Medical Dispensaries. 

Australian Prudential Association, Pro- 
prietary, Limited. 

Mutual National Provident Club. 

National Provident Association. 

Hospital or other appointments outside 
Victoria. 


VicTorRIAN : Honorary 

Secretary, Medical 

Society Hall, Fast 
Melbourne. 


Brisbane Associated Friendly Societies’ 
Medical Institute. 
Chillagoe Hospital. 
Members accepting LODGE eo 
ments and those desiring to accep 
appointments to an COUNTRY 
HOS PITAL are adv , in their own 
interests, to submit a copy of their 
a ment to the Council before 


ing. 
Lower Burdekin District Hospital, Ayr. 


QUEENSLAND: Honor- 

ary Secretary, B.MAA. 

Building, "Adelaide 
Street, Brisbane. 


Combined Friendly Societies, Clarendon 
and Kangarilla districts. 
OReer ot of Health, District Council of 
sto 
All Lodge Appointments in South Aus- 
rali 


All Contract Practice Appointments in 
South Australia. 


Secretary, Jor, “North 
Terrace, Adelaide. 


WESTERN 
All Contract Practice Appointments in 
Western Australia. 


:|Briendly  Soct Lodg 
ngton vision endly et es, 
Secretary, New Zealand.” 
ngton. 


Evditorial Motices. 


Wellington, 


MANuscrRIPTs forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THe 


— JOURNAL OF AUSTRALIA alone, unless the contrary be 


All communications should be addressed to “The Editor’, 
THe MepicAL JouURNAL OF AvusTRALIA, The Printing House, 
Glebe, New South Wales. (Telephones : 


Members and subscribers are requested to notify the Manager, 
THe MepicaL JouRNAL OF AUSTRALIA, mer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept anv 
responsibility or recognize any claim arising out of non-receipt of 
journals unless such a notification is received within one month. 


Rartes.—Medical students and others not 
receiving THe Mepican JouRNAL oF AusTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
uarter and are renewable on December 31. The rates are {2 
or Australia and £2-5sabroad per annum payable in advance. 


796 
George’s Terrace, 
Perth. 
Officers. 


